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THE FOSSA OF ROSENMUELLER FROM THE RHINOLOGICAL 
STANDPOINT.* 


Dr. Simnty YANKAUER, New York. 


The fossa of Rosenmiiller, the triangular corner of the naso- 
pharynx situated behind the Eustachian eminence, is a region of 
the body with which we are all familiar. Yet I believe that I ' 
am correct in stating, that in the minds of most of us, pathological 
conditions in this region have always been associated with symp- 
toms referable to the ear, with tinnitis, Eustachian catarrh 
etc. Nowhere in the recent literature on the subject, have I been 
able to find any reference to symptoms usually associated with the 
diseases of the nose. A study of the anatomy and physiology of 
this region, however, will make it clear that the ear symptoms 
are very often secondary to disturbances of the functions of the . 
nose, occasioned by pathological changes in this region. e 


The Eustachian eminence consists mainly of a plate of cartilage, 
bent like the inverted letter U, which projects downward and for- 
ward into the naso-pharynx, for a distance of nearly one inch. 
The mucous membrane which covers the posterior and superior 
aspects of the cartilage, extends outward nearly its entire length 
and, at its outermost extremity, becomes attached to the base of : 
the skull. The fossa is, therefore, nearly one inch in depth. The 


*Read before the Section on Rhinology and Laryngology of the New York 
Academy of Medicine, May, 1917. 
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tip of the Eustachian eminence is free in the naso-pharynx and is 
situated at a distance of 1.8 cm., nearly three-quarters of an inch, 
from the posterior wall and an equal distance from the vault of 
the naso-pharynx. The distance between the tips of the two emi- 
nences is about 2.5 cm. 

The main respiratory air-channel in the nose lies in the middle 
meatus, which is on a level with the tip of the Eustachian emi- 
nence. When, therefore, the main respiratory air-current reaches 
the naso-pharynx, it is divided. Part of it passes above the emi- 
nence, through the fossa of Rosenmiller and down into the 
pharynx; part of it passes in front of the eminence, over the soft 
palate; and the remainder passes into the space between the two 
eminences. The air-current also changes its direction when it 
reaches the naso-pharynx, from horizontal, to a downward direc- 
tion. It is evident, therefore, that any obstruction in the fossa 
of Rosenmiller, or in the space between them, will interfere seri- 
ously with the smooth passage of air from the nose into the throat. 

I need only refer to the respiratory obstruction caused by the 
presence of adenoid masses in the naso-pharynx. The lateral comb 
of the hypertrophied adenoid mass comes into contact with the 
tip of the Eustachian eminence and with the edge of the posterior 
lip. When the adenoid becomes inflamed, the edge of the lateral 
comb becomes adherent to the eminence. When the lymphoid 
tissue disappears from the adenoid mass during adolescence, these 
adhesions remain and bind the mucous membrane of the posterior 
wall and vault of the naso-pharynx to the Eustachian eminences. 
When the adenoid is removed during deep anesthesia, when the 
pharyngeal reflexes are absent and when there is no contraction 
of the pharyngeal musculature to force the adenoid mass through 
the ring of the adenotome, the instrument pushes aside the 
Eustachian eminence and, with it, the adherent lateral comb, so 
that these are apt to be left behind and only the central portion 
of the adenoid mass is removed. 

These adhesions can be easily recognized in the post-nasal mir- 
ror. They appear as short, thick, dense adhesions, binding the 
posterior pharyngeal wall to the tip of the Eustachian eminence 
and to the posterior lip. Between the adhesions, round or oblong 
openings mark the entrance to the fossa. They are sometimes so 
numerous as to present a continuous surface, so that from one 
Eustachian orifice to the other, the mucous membrane appears to 
be continuous and there is no sign of the usual deep fossa of 
Rosenmiiller. 
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Now, the Eustachian eminence is composed of cartilage, which 
is comparatively unyielding, while the mucous membrane of the 
posterior wall and of the vault, is only loosely attached to the 
underlying structures, so that it is not the Eustachian eminence 
but the mucous membrane, which is displaced. The mucous mem- 
brane of the posterior wall and of the vault are brought down to 
the level of the Eustachian eminence, a distance of nearly three- 
quarters of an inch. The mucous membrane is sometimes stretched 
between the two eminences, so that both fossae and the space 
between them are obstructed. The degree of obstruction caused 
by this condition, is fully equal to that caused by the original ade- 
noid mass. It happens, in short, that adults complain of nasal 
obstruction, in whom no obstructive lesion of any kind is found 
in the nasal passages, or in whom such obstructive lesions as may 
have been present, have been satisfactorily removed by proper 
surgical measures. If the naso-pharynx is examined in these pa- 
tients such adhesions will be found to be present in some of them, 
and the removal of these adhesions will relieve the obstruction. 
In young adults, whose tissues have not lost their elasticity, the 
mucous membrane recedes as soon as the adhesions are severed; 
and the relief of the obstruction will be immediate and prompt. In 
older persons, it may be necessary to prevent the reformation of 
these adhesions, it is desirable to make applications of silver to 
the cut surfaces, through the direct naso-pharyngeal speculum. 
Massage can be carried out with the aid of the applicator at the 
same time. When healing is completed, the appearance of the 
naso-pharynx is entirely changed. It is deeper and higher than 
before, and the deep recesses of the fossae of Rosenmiiller are 
distinctly visible. 

The presence of secretion in the fossa of Rosenmiiller is of 
interest to the rhinologist as well as to the otologist. For the 
Eustachian eminence is a wall around the Eustachian orifice and 
the fossa of Rosenmiiller is a gutter surrounding the wall whose 
combined purpose is to guide the nasal secretions away from the 
Eustachian orifice. But when the fossa is a deep one, the secre- 
tions do not readily escape from it into the lower pharynx. The 
reason for this will become evident upon consideration of the 
anatomy of this region. 

The pharyngeal wall is composed of three layers—mucous mem- 
brane, aponeurosis and constrictor muscle. The upper fibres of 
the superior constrictor arise from the lower half of the posterior 
border of the internal pterygoid plate ; sometimes accessory bundles 
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arise from the upper part of the pterygoid plate, and even from 
the base of the skull, at the anterior margin of the middle lacerated 
foramen. ‘These fibres descend to the level of the tip of the 
Eustachian eminence, and curving around underneath it, ascend 
again, and, together with similar fibres from the opposite muscle, 
are inserted into the basilar process of the occipital bone, near the 
median line. Above and to the outer side of these fibres, the 
pharyngeal aponeurosis is not supported by muscle fibres. The 
aponeurosis, however, extends outward for a considerable dis- 
tance; in fact, as far as the quadrangular plate of bone which 
arches over the canal for the carotid artery. The triangular 
area which is thus left free of muscle fibres is known as the sinus 
of Morgagni, and corresponds exactly to the space within the 
naso-pharynx which we call the fossa of Rosenmiiller. 

Anteriorly the fossa is limited by the salpingo-nasal fold, a fold 
of mucous membrane which extends upwards from the tubal emi- 
nence to the vault. It contains the accessory bundle of muscle 
fibres belonging to the origin of the superior constrictor, when 
these are present. This fold does not extend as far inward as the 
tip of the eminence, and so cannot always be seen by means of re- 
flecting instruments. It can be seen through the direct speculum. 
It is sometimes so thick that it limits considerably the extent of 
the fossa of Rosenmiiller in the anterior direction, and shuts it off 
from communication with the posterior nares. When this fold is 
well developed, the fossa has the shape of a narrow, tubular cavity. 

Inferiorly, when the pharynx is at rest, the fossa opens directly 
into the groove between the posterior lip. of the tube and the 
posterior pharyngeal wall. 

During the acts of swallowing, gagging and gargling, the muscles 
of the pharynx contract, causing the contents of the naso-pharynx 
to be expressed into the oropharynx, and to appear below the soft 
palate. When the secretion is a thick and viscid mucus, which 
does not readily obey the forces of gravity or capillary attraction, 
this active contraction is necessary to secure drainage. This aid 
to drainage does not apply, however, to the fossa of Rosenmiiller ; 
for the fossa of Rosenmiiller is the only part of the naso-pharynx 
which is not supported by muscular fibres, so that muscular con- 
traction cannot empty the fossa. On the contrary, when the 
superior constrictor contracts, its upper fibres, which, as described 
above, form a sling around the tubal eminence, draw the mucous 
membrane of the posterior wall against the tubal eminence, and 
close the fossa. When the beak of the direct speculum holds the 
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tubal eminence forward, the contraction of the muscle causes the 
formation of an oblique ridge of mucous membrane on the 
posterior pharyngeal wall. The contraction of the salpingo-phar- 
yngeus helps the superior constrictor in closing the fossa below, 
while the accessory bundles of the constrictor move the salpingo- 
nasal fold backwards, so that the entrance of the fossa becomes 
puckered up into a round or oval opening about a quarter of an 
inch in length. Thus the fossa of Rosenmiiller may sometimes 
become effectually closed up during the contraction of the pharyn- 
geal muscles, and its secretions actively dammed back. If a probe 
be passed through the opening, it will enter for a distance of nearly 
an inch, and the fossa, instead of being merely a corner of the 
naso-pharynx, becomes converted into a large, wide cavity, having 
the characteristics of an accessory cavity of the naso-pharynx. 

The presence of secretion in the fossa of Rosenmiiller, is always 
suggestive of nasal sinus disease. When the secretion is purulent, 
it is easily seen. But when it consists of strings of clear viscid 
mucus, pouring down over the tip of the Eustachian eminence in 
front of the salpingo-nasal fold, it indicates the presence of a 
catarrhal inflammation of one of the posterior group of accessory 
sinuses; and, in my experience, it is sufficiently characteristic to 
warrant operative interference. When the secretion is present 
behind the salpingo-nasal fold, it cannot be regarded as having the 
same significance. This is particularly true if there are adhesions 
present between the posterior lip and the posterior pharyngeal wall, 
and it is to this class of cases that I wish particularly to call atten- 
tion. 

The presence of these adhesions converts the lower part of the 
fossa of Rosenmiiller into a pocket, in which secretion can accumu- 
late. As the pocket becomes filled up, the secretion overflows and 
pours down the posterior pharyngeal wall. It occasionally de- 
composes and gives rise to a foul taste and a foul odor. As the 
secretion may be forced into the nasal cavity during the act of 
blowing the nose, all the classical symptoms of chronic sinus dis- 
ease are reproduced. Yet when the adhesions are cut and the 
drainage of the fossa restored, all the symptoms disappear. In 
this connection I may also mention the case of a woman who had 
complained for a long time of a foul smelling breath and a bad 
taste. Sinus disease had been eliminated by all the rhinologists 
who had seen her, and the diagnosis of parosmia of nervous origin 
was made. When the adhesions which closed the fossae on both 
sides were severed, a small quantity of secretion was evacuated, 
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whose foul odor was distinctly perceptible. The so-called parosmia 
was permanently relieved. 


The presence of these adhesions converts the fossa of Rosen- 
miiller into a sort of cavity and the symptomatology of such a 
condition would not be complete without mentioning the possibili- 
ties of general systemic infection resulting therefrom. How- 
ever, the pockets are rarely so completely closed, that the secretion 
is under pressure and absorption is, therefore, not the rule. Re- 
cently, however, I saw a patient who for years has been suffering 
from chronic rheumatism. Every possible source of focal infec- 
tion had been carefully eliminated. On one side the fossa of 
Rosenmiller was completely closed by adhesions, behind which a 
thick, glairy mucus had accumulated. A culture, made from the 
tissues removed in cutting these adhesions, showed the presence 
of the streptococcus viridans in pure culture. The case is of too 
recent date, however, to be regarded as a proven case of focal 
infection. 


The interior of the fossa of Rosenmiiller is not very sensitive 
to manipulation, but the Eustachian eminence, itself, seems to be 
well supplied with sensory nerves. Nevertheless, it was some- 
what of a surprise to me, to meet with a case in which a reflex 
cough had its origin in this region. The case was that of a young 
lady who stated that about five years previously, her adenoids 
had been removed because of nasal obstruction. She declared 
that the obstruction was not completely relieved by the operation 
and that ever since that time she had been suffering from a dry 
hacking cough without expectoration. She had been treated by 
numerous specialists during this time, including myself, without 
relief. When the adhesions which bound the posterior wall of 
the naso-pharynx to the posterior lip of both tubes were cut, not 
only was the breathing improved but the cough ceased at once. 
Perhaps this case is unique, but the thought occurs that if one kind 
of reflex neurosis may have its origin in this region, it is not 
impossible that other cases may be found in which nasal or laryn- 
geal reflex neuroses originate in the same place. 


It is without doubt true that not all persons in whom pathological 
changes in the fossa of Rosenmiiller are found, necessarily suffer 
from all or even from any of the above group of symptoms. But 
the fact that there are patients who complain of rhinological or 
laryngological symptoms without ear symptoms, in whom the only 
pathological lesions that can be found are those in the fossa of 
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Rosenmiiller, who can not be relieved until the drainage of the 
fossa is restored, is the burden of this communication. 

To conclude, then, diseased conditions of the fossa of Rosen- 
miller may give rise to: 

Ist. A degree of nasal obstruction equally as great as that 
caused by hypertrophied adenoids ; and persistent nasal obstruction 
after the removal of large masses of adenoids may be explained 
thereby. 

2nd. Secretion pouring over the tip of the Eustachian eminence, 
when in front of the salpingo-nasal fold is indicative of disease in 
the posterior group of nasal accessory sinuses. Secretion in the 
fossa of Rosenmiiller behind the salpingo-nasal fold, particularly 
when associated with adhesions in this region, may cause a clinical 
picture closely resembling disease of the accessory sinuses even 
though the latter are entirely free from pathological changes. 

3rd. It is not impossible that a fossa whose drainage is ob- 
structed may be the focus of a general systemic infection. 

4th. Reflex nasal and laryngeal neuroses may have their origin 
in this region. 

61§ Madison Avenue. 


Throat Lesions in Leprosy. J. A. Honery, New Orleans Med. and 
Surg. Jour., July, 1917. 

The oral cavity is early affected. In none of the cases, even in 
those with signs barely diagnostic of leprosy, has the palate failed 
to show some inflammation and ulceration, usually situated on the 
sides of the raphe line, close to the uvula. In some of the healed 
cases there has been total destruction of the pillars and contiguous 
structures, giving a smooth, cave-like appearance to the throat. The 
tongue in some cases showed marked hypertrophy of the raphe and 
papillae, with an increased depression of the groove. There is little, 
if any, change in the gums or teeth. 

The laryngeal structures (cartilage, mucous and submucous tis- 
sues) are attacked in most cases. Of three cases coming to autopsy, 
the trachea was attacked in two cases in its upper third. The lungs 
were not affected in either of the three cases. 

Inflammation and destruction of the tissues of the nose is well 
known. Loss of smell occurred in only one case. Ep. 


NASAL SEPTUM DEFORMITY IN CHILDREN. A STUDY 
OF 314 CHILDREN. 


Dr. Louis G. KageMpFER, New York. 


At the present time it would seem that an apology is almost nec- 
essary for any publication dealing with deformities of the nasal 
septum. However, much that has been written, concerning the 
cause of deviation of the nasal septum and the operations and 
modifications of operations that have been devised for its correc- 
tion, there has been very little attention paid to its occurrence in 
children. 

Zuckerkandl, in discussing the causes of septal deviation said, 
that it did not occur before the seventh year, that is, before the 
developments of the jaw with the second dentition. Later he modi- 
fied his statement in so much as to say that he had found, in the 
examination of 35 skulls of children between four and six years of 
age, one with a well developed deviation and a spur. He also 
quotes Wetschler as having observed deviations in children of four 
and five. 

Zuckerkandl contends that abnormal development of the bones 
of the face, at the time of the second dentition, has an etiological 
bearing. This can possibly be accounted for by the fact that the 
upper jaw in civilized man is much smaller than in his forebears. 
The high or gothic type of palate, usual in infancy, persists oftener 
and there is not room for the larger teeth of the second dentition. 
The result is a crowding upward of the vomer and a buckling of 
the thin bony and cartilaginous partition. In reality the jaw does 
not expand sufficiently for the palate to flatten out and leave room 
for the septum to develop downward. There are some facts which 
seem to bear out this hypothesis. Septal deviation is more com- 
mon among Europeans than in the less civilized races—savages and 
negroes. On the other hand, in children presenting themselves to 
the dental surgeons with malocclusion of the teeth, usually individ- 
uals with extreme under-development of the jaws, the septum is 
almost always deviated. 

Trauma plays a much less important part in the etiology of devi- 
ated septum than is thought by some. In some instances after 
fracture of the septum, there is seen extreme deviation of the car- 
tilage without any spur formation whatever. In other cases there 
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is only slight deviation of the cartilage with the development of 
large spurs. These bizarre findings can be explained only on the 
ground that there are in some individuals who give histories of 
fracture, deviations prior to the injury. 

In reference to trauma as a cause of septal deviation, an attempt 
was made in the cases here reported from the clinic, to elicit in- 
formation on this point. In only one case, where there was a dis- 
tinct deviation, did the mother admit that the child had injuted his 
nose. This was in the seven-year-old boy, the oldest of the series. 
Of course, this is very inconclusive evidence, as the class of patients 
among whom these observations were made is not in a position to 
have constant supervision over its children and only the grosser 
accidents are noticed and remembered and in all probability only a 
proportion of those. It does not, therefore, preclude the occurence 
of those minor injuries to the nose, which may, according to Bos- 
worth, set up a low grade of chronic inflammation, resulting finally 
as he claims, in a true deviation with or without a wide crest or 
spur. 

It has been held that the chronic rhinitis, with its more or less 
frequent acute exacerbations, that accompanies the presence of large 
adenoid vegetations in the nasopharynx may have an etiological 
bearing on the development of deviated septa. Others, notably 
Talbot, maintain that deviation of the septum is part of a general 
underdevelopment, on a basis of degeneracy, and that the under- 
development of the superior maxilla, the deviation of the septum, 
the high-arched palate and the presence of hypertrophied adenoid 
vegetations and the enlarged tonsils, found in many of these indi- 
viduals, are all manifestations of the same sub-normal tendencies. 
Robert, cited by Gradenigo, believes that the presence of large 
adenoid vegetations, causing mouth breathing, tends to an under- 
development of the nasal cavity as a whole—an atrophy of disuse. 

Yankauer says that all deviations of the septum are variations of 
one form. The highest point or apex of the deviation is at a point 
which corresponds to the meeting place of the sutures between the 
cartilage, the anterior nasal spine, the perpendicular plate of the 
ethmoid and the vomer. From this apex the septum slopes down 
anteriorly, posteriorly, superiorly and inferiorly. The different 
types of deviation that have been described are merely variations 
in the angles and extent of these slopes. From these observations 
he advances the theory that the suture lines play the same role in 
the development of the nose that the epiphyseal lines do in the de- 
velopment of the long bones. The nose being usually narrower on 
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one side the inspired air will impinge more sharply on the septum 
on that side and, acting as an irritant cause, a congestion and in- 
creased blood supply and consequently an ever-increasing thick- 
ening and development of bone on that side. 

The bones of the septum are, however, laid with separate cen- 
tres of ossification for the different bones. The centres are at 
points away from this meeting place of the sutures and the bone is 
laid down from the centres toward the edges of the bone. The 
parts adjacent to the sutures are the last to become ossified and the 
whole septum is bent toward that point because it is the last to 
remain soft and susceptible to the considerable negative pressure 
exerted by the air as it is inspired through the narrower side of 
the nose. This accounts for the slopes falling away from the com- 
mon meeting point of the sutures. 

In the children that form the basis for these observations it 
was noticed that many had slight thickening of one side of the 
septum or the other. It is quite probable that later these thicken- 
ings might develop into true deviations. That is, the tendency for 
one side of the nose to be narrower than the other would make 
the wide side the one through which the greater volume of air 
was inspired and thus tend. to accentuate the deviation. These 
cases were not classified as deviations. Only in those children where 
there was a definite deviation with or without a spur was it put 
into that category. Spurs were noted in several instances and in 
some children hypertrophy of the lower and middle turbinate 
bones was observed. 

There were two groups of children examined. The larger group 
of two hundred and twenty children was seen in the out-patient 
departments of Mount Sinai Hospital; the remaining ninety-four 
children were inmates of one of our institutions. The groups are 
kept separate because the findings were a little different and the 
question of environment as a factor in the development of these 
nasal deformities was brought to mind. 

Of the children seen in the Mount Sinai Dispensary some came 
into the pediatric department but the majority were brought directly 
to the ear, nose and throat clinic for some throat or ear trouble. 
This may account, in part, at any rate, for the large number of 
hypertrophied tonsils observed. Many of the children came for 
acute or chronic otitis, though no record was made of this fact. 
Some came because they had enlarged tonsils and adenoids and a 
few were perfectly well, having been brought with other children 
that were ill. 
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In this group two hundred and twenty children were examined. 
While this is scarcely a large enough number from which to draw 
definite conclusions, still it can, in a general way, point out the 
conditions, barring very unusual ones that would ordinarily be 
met. Records were kept of the age and sex of the children, of the 
condition of the septum, of the turbinates, of the palate and of the 
condition of the tonsils. The number of teeth was noted and a rec- 
ord was kept of the birth-place of the parents. Practically all of the 
children were born in the United States. 

The youngest child in this series was five weeks old, the oldest, 
seven years. The majority of the children ranged in age from two 
months to four years. There were ninety-nine children in the first 
year of life. Forty-two under six months and fifty-seven between 
six and twelve months old. Between one and two years of age 
there were fifty-seven children, between two and three there were 
thirty-eight. Twenty children were between three and four years 
old. From the fourth to the fifth year there were four children and 
one each in their sixth and seventh years. 


The sexes were about equally divided, there being one hundred 
and fourteen boys and one hundred and six girls. 

In the examination of the septum a distinction was made between 
deviation and, what for want of a better term was called “thicken- 
ing.” These were really very slight deviations and in this group 
were included those septa that appeared to encroach, to a greater 
or less degree, on one side or the other, while on the opposite side 
they were straight or almost straight. In these noses the width of 
the common meatus was reduced on one side, that of the encroach- 
ment, but was not unduly large on the other. In those cases in- 
cluded in the category “deviation” there was a true deviation of 
the septum with, in some cases a distinct spur formation. 


There were one hundred and eight children who showed de- 
formities of the sepium. . Of these, sixty-five were classed as thick- 
ening and forty-three as deviation. This gave an incidence of over 
forty-nine per cent (49%) of septal deformities, twenty per cent 
(20%) of frank deviation and almost thirty per cent (30%) that 
showed a tendency toward the later development of deviations. © 
Excluding those children over four, of whom there were only six 
examined, the results were not much different. Out of two hun- 
dred and fourteen in the first four years of life, one hundred and 
five were found to have deformities of the septum or forty-nine 
per cent (49%) of which forty or about eighteen per cent (18%) 
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were true deviations and sixty-five or thirty per cent (30%) had 
thickened septa. 

Analyzing these in groups according to age, there were, out of 
the ninety-nine children one-year-old and under, thirty-two or 
about thirty-twoper cent (32%) who had already developed 
noticeable abnormalities of the septum. Eight of these were true 
deviations; one of them in a seven-months-old boy, having a well 
developed spur and another, a boy of four months having a su- 
perior deviation. 

In the children examined, who were six months old or younger, 
four deviations were found and five thickened septa. The young- 
est child to show any abnormality was eleven weeks old. This child 
had a fairly well marked thickening to the left. The youngest child 
seen with a deviation was three months old. 


It might be suggested that deviations or abnormalities of the 
nose in children as young as these were congenital. Our observa- 
tions in these cases disprove this. In the further examination of: 
the children it was found that the proportion of deviations and 
thickenings of the septum increased as the children grew older. 
It would seem, then, more reasonable to suppose that the cause of 
these abnormalities, whatever it may be, is one that begins to oper- 
ate very soon after birth, perhaps even before, and already shows 
its results in the early years of life. All of these children were 
seen in the out-patient department of the hospital and were for the 
greater part from crowded tenement districts of the city, living 
usually in poorly ventilated and often in over-crowded quarters. 
While this is not offered as the explanation for their deformities, 
it undoubtedly has an etiological significance.. Whether the same 
proportion of deflections would be seen in children living under 
better conditions is questionable. The other series of children ex- 
amined while only limited in number and drawn from children that 
were originally situated, much the same as these show a slightly 
smaller proportion of deformities. 

During the second six months four deviations and nineteen thick- 
ened septa were observed. This is a proportion of nine per cent 
(9%) of deviations and eleven per cent (11%) of thickenings for 
the first half year of life and seven per cent (7%) of deviations 
and thirty-three and a third per cent (334%) of thickenings for 
the second half year. 

In children from one to two years of age, there were eight devi- 
ations and twenty-“« in whom the septum was thickened out of a 
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total of fifty-seven children, making fourteen per cent (14%) of 
deviations and forty-five per cent (45%) of thickenings or sixty 
per cent (60%) of septal abnormalities. 

During the next year, from two to three there were, out of thirty- 
eight children, thirteen or thirty-four per cent (34%) with devia- 
tions and twelve or thirty-two per cent (32%) with thickening of 
the septum, a total of sixty-five per cent (65%) of abnormalities. 

Between three and four years of age there were eleven deviations 
and three thickened septa, out of twenty children examined, making 
fifty-five per cent (55%) of deviations and fifteen per cent (15%) 
of thickenings or seventy per cent (70%) of abnormalities. 

It is noticeable that the proportion of true deviation increases 
from eight per cent (8%) in the first year to fifty-five per cent 
(55%) in the fourth-and that the thickened septa, which are twen- 
ty-five per cent (25%) in the first year and forty-five per cent 
(45%) in the second, fall to thirty-two per cent (32%) in the 
third and fifteen per cent (15%) in the fourth. This is, in all 
likelihood, due to the fact that many of those septa, which in the 
first two years of life show a tendency to become deviated, have 
already progressed to a frank deviation by the time that the child 
has reached his fourth year. 

In contra-distinction to the large numbers of departures from 
the normal in the septa of the children in this series, there were 
few in whom abnormal turbinates could be found. In the two 
hundred and twenty children there were twelve in whom hyper- 
trophy of the lower turbinate was noted. One of these was in a five- 
year-old and another in the seven-year-old boy. Deducting these 
two, there were in the two hundred and fourteen children under 
four years of age ten in whom there were enlarged lower turbi- 
nates or less than five per cent (5%). These were distributed as 
follows: one each in the first and second years, four in the third 
year and four in the fourth. The youngest child, in whom hyper- 
trophy of the lower turbinate was noted, was eight months old. 

Hypertrophy of the middle turbinate was observed ten times or 
a little over four per cent (4%). There were two children under 
one year of age with enlarged middle turbinates, one seven and 
one eight months old. There was one child in its second year and 
five between two and three. The remaining two were in their 
fourth year. 


In all but one of these children the enlargement of the turbi- 
nates was associated with thickening or deviation of the septum. 
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Of the twelve hypertrophid lower turbinates there were nine that 
had deviated septa and two in whom the septum was thickened. 
There was one child, a girl of four, with a well-marked hyper- 
trophy of the lower turbinate and a perfectly straight septum. 
Eight of the children with hypertrophied middle turbinates had 
deviated septa, while thickening was observed in the remaining two. 
These might be considered as examples of what Zuckerkandl de- 
scribes as the “compensatory” form of septum deviation. Baum- 
garten advances the theory that the hypertrophy of the lower tur- 
binate causes the septum to be pushed to the opposite side. Zuck- 
erkandl does not agree with this contention on the ground that the 
turbinate never grows beyond the mid-line and that further, the 
greatest deviation is not at the same point as the greatest hyper- 
trophy of the turbinate. He believes, however, that there may be 
some connection between hypertrophy of the middle turbinate and 
deviation of the septum. Neither of these theories seem to be sub- 
stantiated by an examination of this series of children. Out of 
one hundred and eight septal deformities there were but twenty- 
two with involvement of the turbinates, a number entirely too 
small‘if the hypertrophy of either the lower or the middle turbi- 
nates was a factor in the causation of septal deflection. It is much 
moe likely that where the deformity of the septum is associated 
with changes in the turbinates that the latter are an effect rather 
than a cause of the deviation, or, perhaps, simply a part of the 
general mal-development that has the deviation as one of its re- 
sults. 


Almost every one of these children had high-arched palates, the 
type normal in infancy. In certain instances it persists into adult 
life and often these individuals have faulty occlusion or irregular 
implantation of the teeth. An attempt has been made by some 
writers (Trendelenberg and Freeman), to give the persistence of 
this type of palate an etiological relationship to septal deviation. 
Ballenger quotes Freeman, who found in three hundred and two 
individuals with high-arched palates, two hundred and ninety or 
ninety-six per cent (96%) with deviation of the septum. Others 
consider that the persistence of the high palate and the presence 
of the deviation are part of the same condition—an under-develop- 
ment of the upper jaw. 


In the examination of these children the palates were classed 
as “high” and “low.” By high palate was meant the usual type 
of infant palate with a “V”-shaped arch. Those that more nearly 
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approached the adult palate in appearance, were classed as low. 
Of this kind there were twenty-five or a little over eleven per cent. 
(11%). 

Of the children with low palates, twelve had thickened septa 
and one had a deviation, so that if any significance is to be at- 
tached to a relationship between the shape of the palate and devi- 
ation of the septum, it is not that of cause and effect. 


One of the most interesting points in the study of this group of 
children was the question of relationship, if any, between the de- 
formed septa and hypertrophied tonsils. It would appear at 
first glance, that an unusually large number of these children were 
possessed of hypertrophied tonsils. It must be remembered that 
most of them were examined in the laryngological clinic, either 
because of their enlarged tonsils or for some other condition of 
the throat or ear of which hypertrophied tonsils are an accompany- 
ing part. The environment of the children, which is one to foster 
and aggravate catarrhal conditions of the upper air passages, may 
also furnish a reason for the large number so afflicted. 

The cases fall naturally into four groups, those with simple 
hypertrophy of the tonsils, those where the tonsils are enlarged 
but buried beneath the pillars in the lateral pharyngeal wall, those 
with small tonsils and those whose tonsils have already been re- 
moved. In the latter group the presumption is fair that the tonsils 
were enlarged or diseased. In the first two groups the indications 
were for the removal of the tonsils. In the third group they 
were perfectly normal and no indication for their removal existed. 
Whether the removal of the tonsils and adenoids in those children 
whose septa are thickened would, by clearing up the accompany- 
ing chronic rhinitis, have a deterrent effect on the progress of 
the slight deformity of the septum, into a patent deviation, is 
something that cannot be foretold but it would seem, from an 
examination of the figures quoted above, that the increase of de- 
viations and the decreases of slight septal deformities, through 
the same period, in the same group of individuals, shows that the 
chronic rhinitis has a bearing on the causation of the deviations 
and that the removai of the tonsils by lessening the incidence of 
chronic catarrhal rhinitis or by mitigating the severity of the 
process, once it is established, would save a number of these chil- 
dren from future septal deviations. 

Thirteen children of the two hundred and twenty had their 
tonsils removed. In twenty-seven of the children the tonsils were 
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normal in appearance, small, and there was no reason for their 
removal. Of the remaining one hundred and eighty children, 
one hundred and twenty-eight had simple hypertrophy of the tonsils, 
while in fifty-two the tonsils were both hypertrophied and buried. 


Eighty-two per cent (82%) of all the children had tonsils that 
were enlarged. 


There were one hundred and eight children with septal deformity 
and one hundred and twelve without. Of the first group, ninety- 
three or eighty-five per cent (85%) had hypertrophied tonsils. 
Eight children, who had had their tonsils removed, had septal de- 
formities of some degree. It is fair to assume that their tonsils were 
not normal. Added to the above figure we get one hundred and 
one children of one hundred and eight with enlarged tonsils, an 
incidence of ninety-three per cent (93%). Of the second group, 
children free from septal deformity, there were eighty-seven or 
seventy-seven per cent (77%) with hypertrophied tonsils. Look- 
ing at it from the other standpoint, that of hypertrophied tonsils, 
we find, again, ninety-three out of one hundred and eighty or 
almost fifty-two per cent (52%) with septal deformity against five 
out of twenty-seven or eighteen per cent (18%) in the group with 
small tonsils, as having deformity of the septum. These latter fig- 
ures are, of course, entirely too small to form the basis of any 
definite conclusion and are simply given as they occur in this series. 
Still, taken together with the other observations, they would seem 
to show that there is more tendency for these two conditions to 
occur together than separately and that apparently there is a com- 
mon etiological factor for them. This would seem to be the 
chronic rhinitis incident upon the slight narrowing of one 
side of the nose and the increase of the deformity by the vicious 
circle thus started. 


The mechanism of the vicious circle begins with a nose, one side 
of which is narrower than the other. A certain degree of chronic 
rhinitis having been established there is a tendency for the over- 
growth of the adenoid vegetations and the tonsils and also for an 
increase in the deformity of the septum that was the original cause 
of the rhinitis. ‘These conditions, in their turn, tend to foster the 
rhinitis. ‘The removal of any one of the factors lessens the rhinitis 
and thus benefits the patient by the absence of an aggravating 
element to the vicious process. The removal of the tonsils there- 
fore, as stated above, would have a beneficial effect upon the nasal 
condition, aside from any other indication for their removal. 
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A record was kept of the nationality of the children to determine, 
if possible, whether or not there were any racial characteristics 
that would explain any of the observations that were made. The 
preponderance of children of Russian and Austrian Jewish par- 
entage was so great that there were too few representatives of 
other racial groups to enable any observations on that score to be 
made. There were one hundred and sixteen children of Russian 
forebears and forty-one with Austrian parents. These people are 
of the same race and have about the same characteristics. The re- 
maining sixty-three were made up of twenty Italians, six whose 
parents were born in Ireland, two Jewish Turks, three negroes 
from the British West Indies and thirty-two whose parents were 
native born. Those with American parents were about equally 
divided between Irish and Russian descent. 

The deformities were so evenly distributed between the children 
of the different strains that it can safely be said that, given the 
same environment, no racial propensities can be noticed. 


To see whether children living in a different environment would 
show different results, ninety-four inmates of one of our large 
homes were examined. They ranged in age from six months to 
five years. They live under excellent surroundings, spend a large 
part of their time out of doors, sleep in spacious well-ventilated 
rooms and are guarded against the errors in diet, familiar to anyone 
who has worked among children, such as constituted our first 
series. 


In this group there were thirty-eight septa that departed from 
the normal—forty and one-half per cent 40.5%); twenty-four or 
twenty-five and a half per cent (25.5%) were thickened and four- 
teen or fifteen per cent (15%) were true deviations. 

Only one child had large turbinates. 


Seventy-one children, seventy-five and a half per cent (75.5%) 
had enlarged tonsils. Of these, thirty-one were simple hyper- 
trophies and forty both hypertrophied and buried. The remain- 
ing twenty-three children had small tonsils. None of these chil- 


dren had had their tonsils removed. 


Comparing the findings in the two groups of children, one notices 
a smaller percentage of nasal deformities, both thickening and true 
deviation as well as a smaller percentage of enlarged tonsils. In- 
asmuch as these children are for the most part of the same par- 
entage and were, most of them, born under the same surroundings 
as the dispensary children and lived in the same environment 
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until their admission to the home, it is fair to suppose that any ad- 
vantages that can be found in the institution group must be ascribed 
to their changed and improved surroundings. 

The large number of septal deformities found, is rather surpris- 
ing—more than was expected when the examinations were first un- 
dertaken. Significant facts are the tendency for the deformities to 
occur, together with enlarged tonsils and the decrease of thickened 
septa and increase of patent deviations as the children become older. 
Taken together with the rhinitis found in so many of these chil- 
dren, the septal deformity, as stated above, would seem an additional 
indication, aside from any others, for the removal of even slightly 
enlarged tonsils. 


NASAL DEFORMITY IN 220 CHILDREN FROM THE DISPENSARY. 


Septum 
Thick. 

5 4 
19 4 1 2 
26 8 1 wf 
12 13 4 5 
3 4 2 

2 

1 1 
65 43 12 10 


Tue RELATION BETWEEN HYPERTROPHIED TONSILS AND SEPTAL DEFORMITIES. 


Hypertrophied Tonsits .............. 93 ||Hypertrophied Tonsils ............ | 87 | 
Children without Septal De-| | 
Septal Deformities .................... 108 || formities {112 | 
|Per cent of children without! | 
Per cent of S. D. with H. T...... 8590|| | 
Septal Deformities -................. 93 ||Septal Deformities .................. | 5 
Hypertrophied TonsijJs .............. 280 Tonsis | 27 
|Per cent Small Tonsils with) 
Per Cent of H. T. with S. D....| 52%|| Septal Deformities —............ | 18% 


CoMPARISO¥ oF INSTITUTION AND DISPENSARY CHILDREN. 
Sept. Deform. Thickening Deviation Hyp. Tonsils 
Institution .. 38 40.5% 24 25.5% 14 15% 71 75.59% 
Dispensary .. 108 49 % 65 30 % 43 20% 180 82 % 


616 Madison Avenue. 


Age No. 
0— 6 mos....................42 
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A METHOD OF MEDICATING EUSTACHIAN BOUGIES.* 
Dr. Leg M. Hurp, New York City. 


The Eustachian bougie has been advantageously used for over 
thirty years to dilate tubal stenosis and stimulate the lining mem- 
brane. 

Feeling the necessity of medicating the tube at the time of 
bouginage, several methods have been advanced. 

First. Dipping the bougie iz an eqveous solution of silver or 
iodine. 

The disadvantage of this method is that the medicament does not 
stick to the bougie, being rubbed off either in the catheter or at 
the mouth of the tube. 

Second. Coating the bougie with a heavy base, such as lanolin. 
This, again, is as easily rubbed off as the aqueous solutions. 

Third. The use of a wire bougie, such as a Holmes or a Yan- 
kauer, wrapped with cotton. 

This is a much better method, but with the disadvantage that a 
considerable portion of the solution, into which the bougie has 
been dipped, is squeezed out as the bougie advances into the tube, 
as well as the difficulty of properly adjusting the cotton on the 
bougie to the size required for the particular tube in question. 

The simple method, which I have used for fifteen years, has 
the advantage of placing the drug used where you want it and on 
the exact size of bougie you wish in the particular case. 

Celluloid bougies are used, which are coated with silver nitrate, 
using gum acacia as a base. 

Method of preparation. In a narrow test tube, make a saturated 
solution of gum acacia in a water bath, then add the silver nitrate 
solution, making the solution from 1 per cent to 10 per cent strength 
of silver as desired. 

The bougie is dipped about one and one-half inches into this 
solution, and when the bougie has a uniform coating, it is placed 
to dry; then I usually give the bougie a second coating. When 
dry, the gum acacia and silver coating looks and feels like varnish 
to the dry fingers. 

The silvered bougies can be made up in quantities, and when 
kept dry, will last fairly well for a week or more. 

The one disadvantage of using bougies several days old is, 
however, that the silver nitrate will gradually oxidize, so that the 


" *Read before the American Laryngological, Rhinological and Otological 
Society, at Atlantic City, N. J., June 1, 1917. 
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coated bougies, a week or more old, may have lost half of their 
silver nitrate per cent. 

I generally use them the second or third day after preparing 
them. 

Method of introduction. A plain gum elastic or celluloid bougie, 
of the proper size, is passed through the tube to make sure of the 
position of the catheter and the size of the bougie the tube will 
admit and also to dilate the tube, then the plain bougie is with- 
drawn, and the coated bougie can be readily passed as far as 
desired and remain there about two minutes to allow the moisture 
of the membrane to dissolve the gum and deposit the silver where 
desired, knowing that a definite per cent of the silver nitrate has 
been deposited. 

When the bougie is withdrawn, the gum coating will be entirely 
gone or only a little stickiness will be felt. 

The pathology of the tubal mucosa is practically the same as 
that of the nasal pharyngeal mucosa, acute congestion, chronic 
hyperplasia, chronic hypertrophy, etc. 

The vast majority of tubal stenosis will readily yield to the use 
of the unmedicated bougie, but some cases of hyperplasia and 
hypertrophy relapse to their former condition, and the plain bougie 
fails; then the bougie varnished with gum acacia and silver nitrate 
will reduce the swelling. 

Results. One or four per cent is usually strong enough to con- 
tract the membrane; if not, the strength can be increased up to 
ten per cent. 

The stronger percentages should be used cautiously if it is neces- 
sary to pass the coated bougie beyond the isthmus, as several times, 
I have produced a serous exudate which drained into the tym- 
panum, producing tinnitis and diminishing the hearing for several 
days. 

I have never had pus form in the middle ear, nor had to incise 
the drum membrane for relief of the exudate. 

The weaker silver nitrate percentages produce no discomfort, but 
sometimes the stronger percentages will give annoyance and cause 
some pain, referred to the ear, similar to the discomfort produced in 
the nose by 10 per cent silver nitrate. 

Ultimate results, naturally, vary. Some tubes remain perfectly 
patent, while others relapse after a time, and require a repetition 
of the treatment. 


15 East Forty-eighth Street. 


SALIVARY CALCULUS; REPORT OF A CASE.” 
Dr. WeEsLEY Carrer, New York City. 


Since salivary calculi of sufficient size to require removal by 
surgical means are comparatively rare and as this report is a personal 
experience, I feel that the subject may be of sufficient interest to 
bring before you to-night. 

About two years ago I was seized with a sudden stinging pain on 
the right side of my tongue; the floor of the mouth on this side 
became swollen, the swelling increasing very rapidly on taking food, 
and subsiding a short time after the meal. With the aid of a mirror 
I soon discovered a small calculus obstructing the mouth of Whar- 
ton’s duct. I cocainized this area, and with a small bistoury removed 
a stone about the size of a mustard seed. My symptoms disappeared 
and I had no further disturbance of this nature until Feb. 22, 1917, 
when I| suddenly had a very severe pain under the angle of my right 
jaw. The pain was burning in character and radiated towards the 
tip of the tongue. The submaxillary gland on that side began to 
swell rapidly and was exquisitely tender. On attempting to eat, the 
pain became almost unbearable and the swelling beneath the jaw 
increased remarkably, extending down into the neck. I recog- 
nized at once that a salivary calculus had obstructed the duct, prob- 
ably very close to the gland. By di-digital palpation I could dis- 
tinctly feel the calculus below and about opposite the last molar 
tooth. I immediately asked Dr. Caldwell to make an x-ray plate 
of the affected area. In the plate are shown very distinctly a large 
_ pear-shaped calculus and just below it two smaller calculi. On 
Feb. 25, under local anesthesia, Dr. A. J. Brown removed the stones 
through an incision in the floor of the mouth. The largest of these 
stones is about the size of a cherry pit, the small ones are about the 
size of mustard seeds. 

Owing to the restricted space in which one has to work, and the 
necessity for avoiding the important vessels and nerves which are in 
close proximity to the duct at its origin from the gland (as shown 
in the diagram), and owing to the extreme mobility of the tissues 
in the floor of the mouth and the difficulty in controlling the move- 
ments of the tongue, the removal of a stone from this locality is a 


*Read before the New York Academy of Medicine, Section on Laryngol- 
ogy and Rhinology, March 28, 1917. 
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difficult operation and one requiring a high degree of skill on the 
part of the operator and a great amount of patience and forbearance 
on the part of the patient. 

Operation through the floor of the mouth is advisable in all cases 
unless there is an external fistula or an abscess of the gland, in 
which case an external operation will probably be required. If the 
calculus is lodged near the mouth of the duct, it may be possible to 
reracve it by dilating the canal. If in the course of the duct, how- 
ever, it is best to make a longitudinal incision over the stone and 
remove it through the slit. Some authors speak of probing the duct 
and dilating it, but I am quite sure that those of you who have tried 
to probe Wharton’s duct will agree with me that it is a difficult, very 
often impossible thing to do. 


Hyon tem Whar lens duck 
Fig. 1. Relations of Wharton’s duct to surrounding structures. 


When the stone is located in the gland itself, or at the beginning 
of the duct, as in my case, the proper procedure is to administer 
hypodermically %4 gr. morphine and 1/150 gr. atrophine. Then 
cocainize thoroughly the affected area superficially and deeply. 
Have the patient lie on the affected side and protrude the tongue to 
the opposite side of the mouth. Carefully locate the stone by bi- 
digital palpation, then have the patient push the gland forward and 
upward, by placing his thumb under the angle of the jaw. This not 
only brings the stone within reach of the operator, but it stabilizes 
the very mobile tissues of this region and makes the operation much 
easier and safer. The tissues immediately over the duct are fixed 
by means of a pair of forceps and an incision is made down to the 
stone, which is then grasped with forceps and removed. In making 
the incision, which is quite deep, care must be taken not to injure the 
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lingual nerve, the maxillary artery, or the facial artery ; all these lie 
in close proximity to the gland at this point. 

The wound should be left open and should be frequently irrigated 
with an antiseptic solution, as infection in this locality is to be 
avoided if possible. 

The wound in the duct, as in my case, usually closes without an 
internal fistula, the latter would be of little consequence even if it 
did occur. 

After apparently almost immediate recovery from the operation, 
there occurred in my case an unexpected complication, and one 
which I have not seen mentioned in the literature: On the third day 
after the operation the opposite submaxillary and both of the sub- 


Fig. 2. Radiogram of Salivary Calculus, 


linguals became sympathetically involved, and for four or five days 
I was completely incapacitated, being unable to take any solid food 
whatever. The parotids did not participate in this salivary riot. 

At present, recovery from the attack seems to be complete. 

Sixty per cent of salivary calculi are said to be found in the sub- 
maxillary gland, twenty per cent in the parotid and twenty per cent 
in the sublinguals. The stones are usually found in Wharton’s 
duct. In this location they are generally round or cylindrical. When 
found in the gland they are usually larger, irregular in shape and 
are apt to be multiple. 

Salivary calculi are composed of both organic and inorganic mat- 
ter. The organic matter consists chiefly of bacteria and epithelial 
debris. The inorganic matter consists of the salts found in the 
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saliva—the phosphates and carbonates of calcium, potassium and 
magnesium. 

Calculi, according to various authors, occur from two to five 
times more frequently in males than in females. They are usually 
met with in middle life, and very rarely occur in children. 

The following have been mentioned as predisposing factors in the 
formation of salivary calculi: (1) General or local conditions, caus- 
ing a change in the character of the secretion. (2) The entrance of 
foreign bodies into the ducts, these serving as a nidus for the forma- 
tion of the calculus. (3) A local inflammatory process, a clump of 
bacteria serving as a nidus around which is deposited in lamina the 
salts of the saliva. 

The latter theory I am inclined to accept, for in practically all 
calculi that have been examined have been found clumps of bac- 
teria; this would seem to point to an inflammatory origin. 

The prompt removal of calculi, especially if they are located in 
the gland, should be urged, not only on account of the pain connected 
with the presence of the stone, but because of the liability to abscess 
formation which may result in cellulitis, a condition always to be 
dreaded in this locality. 


69 West Fiftieth Street. 


Typhoid Meningitis. S. BayNr-JonEs, American Jour. Med. Sci- 
ences, July, 1917. 

The report describes a case of purulent cerebrospinal meningitis 
due to bacillus typhosus, occurring in the fourth week of a typical 
case of typhoid fever. The outcome was fatal within a few days 
after the onset of the meningitis. Lumbar puncture done during the 
convulsions gave a turbid greenish-yellow fluid under pressure of 
more than 200 mm. of water. The cells formed a pavement of pus 
when spread on a microscopic slide. In stains for bacteria no organ- 
isms of any sort were discoverable. Cultures of the spinal fluid 
yielded bacillus typhosus alone, which gave the typical cultural re- 
actions of the typhoid bacillus and was agglutinated by a dilution of 
1 to 3200 of the serum of a rabbit immunized with the laboratory’s 
strain of B. typhosus. Ep. 


STENOSIS OF THE NASO-PHARYNX OPERATION WITH 
PROSTHESIS.* 


Dr. Harry E,. Isaacs, New York City. 


The case, which by the courtesy of this section it is my privilege 
to show, has many points of interest in its history and course. 
The adaptation of surgery and a prosthetic appliance in the field 
of your specialty, are the reasons for its presentation. The history 
will be given chronologically and the description of the sympto- 
matology is based on a statement written by the patient, an intelli- 
gent trained nurse, 25 years of age. 

Previous to August, 1914, there is nothing of interest in the 
anamnesis and then, perhaps, as a coincidence, a tonsillectomy was 
performed by an expert, the chief of staff in the institution in 
which she received her training. No reason is given for its per- 
formance beyond that the patient thought she would like to have 
her tonsils removed. Nothing but an indefinite annoyance and irri- 
tability of the throat followed, until about seven months later 
when a painless swelling, the size of an egg, rapidly developed in 
the left submaxillary region. In two weeks this mass became 
painful and a febrile reaction between 100° and 101° set in. A 
diagnosis of tuberculous cervical adenitis was made and an opera- 
tion was performed on February 23, 1915. A large solitary gland 
was removed through a three-inch incision along the left sterno- 
cleido-mastoid edge. Section of the gland was reported by the 
pathologist as being tuberculous. The wound healed per primam 
but redness persisted and the scar became keloidal,. for which X-ray 
therapy was tried for several weeks without apparent effect. 

After the excision of the gland, the throat became painful, swal- 
lowing difficult and attended by pain. Sense of taste was lost, 
Tinnitus developed and increasing with the severity of pain, inter- 
fered with sleep. The quality of the voice changed, becoming thick, 
“nasal” and hard to understand. Breathing through the nose be- 
came impossible. 

On October 15, 1915, the rhinologist who had removed the ton- 
sils, examined the patient and made a diagnosis of nasal polyp 
and adhesions of the naso-pharynx ; these adhesions were separated 
digitally but the pain persisted and a thick mucinous discharge 
from the throat developed. The pain increased gradually until, 
as the patient expressed it, “all the facial bones were involved, 
which caused frequent fainting spells, and, uncontrolled by hyp- 


“*Presented before the Section on Laryngology and Rhinology of the 
New York Academy of Medicine, February 28, 1917. 
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notics or opiates, interfered with sleep.” From the time of ex- 
cision of the gland, up to this point, loss of weight had been pro- 
gressive (118 to 94 pounds), and on February 10, 1916, the patient 
found it necessary to abandon, work. She then consuited Dr. J. W. 
Weinstein, who examined her throat and found a stenosis of naso- 
pharynx with complete occlusion of the choana, with a minute 
opening on the left side of the throat which he accordingly dilated. 
The patient felt better for two of three weeks, when the opening 
again contracted and the symptoms returned. Suddenly the pain 
disappeared. Difficulty in swallowing and impaired sense of taste 


Figure 1. 


persisted, voice impairment persisted and in April, 1916, Dr. Wein- 
stein referred the patient to me for consideration of a plastic oper- 
ation on the stenosed pharynx. 

From this point, information concerning the case is direct. The 
throat showed .a small opening to the left of the mid-line, admit- 
ting the tip of a probe upward and to the left indirectly into the 
left nares. ‘The pharynx presented a dome-like appearance with- 
out markings of pillars, uvula or posterior palate. (Fig. 1.) Sev- 
eral ulcers were present about the opening, indolent and pale, but 
without diagnostic characteristics. Breathing was entirely per os. 
Eating was distressing to witness because of frequent noisy inter- 
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ruptions to secure air. The scar on the neck was keloidal, about 
one-half inch wide and three quarters of an inch high. 

The peculiarity of the history and the findings raised a suspicion 
as to the nature of the process and the explanation that such a con- 
dition arose, due to a tonsillectomy, was untenable from the history, 
findings and a knowledge of the high character of work done by the 
original operator. A specimen of blood was sent to the serologist, 
who reported a strongly positive Wassermann reaction, which, for 
the first time in the year and a half of symptoms, indicated the 
cause of the trouble. Under appropriate treatment a negative 
serum reaction was obtained and maintained since. Treatment 
caused prompt improvement in all the symptoms. The ulcers healed. 
Dilatation of the nasopharyngeal opening was done eight timés, be- 


Figure 2. 


tween April and August, but contraction was prompt. The keloidal 
scar melted away and assumed its present appearance. 

It was then necessary to devise some means of obtaining a naso- 
pharyngeal opening, which could be maintained. Simple dilatation 
was tried often enough to be considered inadequate. Incision and 
dilatation was considered equally impracticable because of the like- 
lihood of subsequent contraction. A flap operation per se was 
deemed similarly impractable because flaps, formed necessarily of 
dense scar tissue, could not be obtained large enough to replace the 
area of scar to be excised and, unless held in place by means more 
permanent than sutures, would promptly curl up and restore the 
original stenosis. If an opening in the nasopharynx once obtained 
could be maintained until cicatrization was complete, the probability 
of cure would be reasonable. The idea of a pharyngeal tube, held 
in place by fixation to the teeth, was then decided upon and on this 
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suggestion Dr. J. B. Schneer made the appliance used and illustrated 
in Fig. 2. It consists of a pair of wire spring holders, fitted to 
the molar teeth on each side of the upper jaw, joined by a bar 
fitting into the arch of the palate ; from ths bar two wires run back 
to the nasopharynx and support a vulcanized rubber tube, made 
into a form conceived to be that which the operative opening would 
measure. 

Operation was performed on January 19, 1917, under rectal anes- 
thesia, Dr. S. D. Ehrlich, the anesthetist, securing a quiet uneventful 
anesthesia of two hours duration, without gagging or mucus hyper- 


Figure 3. 


secretion. Incision was made in imitation of outlines of the soft 
palate above the existing opening on the left. Entrance into the 
left nasopharynx was obtained by sharp and blunt dissection, until 
the tip of the finger could be introduced into left nares. From the 
midline the tissue was dense and cartilaginous and presented a block 
between the palate and nares of at least an inch in depth, obliterat- 
ing all landmarks. With difficulty was an opening finally made into 
the right nares, and when sufficiently enlarged, the edge of the lower 
flap was held by tension sutures to the posterior pharyngeal wall. 
The prosthesis was then fitted to the teeth and it was found that the 


| 

| 
| | 
a | 

‘ 
| 


ISAACS: STENOSIS OF NASO-PHARYNX. 889 


anterior border rode too high and impinged on the septum. Accord- 
ingly, a bight was taken out of the vomer and the appliance readily 
snapped into place, the tube pressing evenly on the posterior pharyn- 
geal wall against the flaps. 

After operation, the voice became clear and distinct, but in 24 
hours was completely lost. The sides of the throat became painful 
but no inflammatory reaction developed and the voice returned in 
about two weeks. The appliance has been worn more or less 
steadily since, removing it for one or two days at a time, or removed 


Figure 4. 


and replaced by the patient occasionally. At this time of presenta- 
tion the tube has been in situ for over two weeks without ulceration 
or fetor. The appearance of the opening obtained is illustrated in 
figure 3 and its appearance with prosthesis in place is indicated in 
figure 4. Especial attention is called to the éase and simplicity of 
applying and removing the tube. With the tube in situ, eating is 
without difficulty, but on its removal the voice is somewhat clearer. 
When the condition of the nasopharynx will indicate that the con- 
traction of the scar tissue will progress no further, the tube will be 
removed, or replaced for occasional use, by one of smaller size. 

A course of voice-training will be instituted to secure better 
resonance and permit overtones to come into play. Dr. James S. 
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Greene has made speech records and tracings before operation and 
after his course of treatment is complete, comparative records will 
be made and presented as a final report of the case. 

A few deductive remarks may be in place. Careful investigation 
fails to show any history or symptoms previous to those detailed. 
It is probable that primary infection occurred in the throat, some 
time after the tonsillar operation, which must be held blameless for 
the subsequent course. That the infection was innocent, is beyond 
a doubt. The adenitis was luetic in nature and a re-examination of 
the specimen shows a slide which may have been either tuberculous 
or luetic, but the latter was not mentioned in the report because of 
its improbability. Of course, a large solitary gland in the submaxil- 
lary region should have inclined the pre-operative diagnosis in favor 
of the existing condition rather than tuberculosis, but improbability 
was responsible for its failure of consideration. Gummata finally 
developed in the throat and extensive destruction and productive 
inflammation occured, in which the former process, however, was 
less active than is usual and the commoner defects of the palate did 
not occur. After the diagnosis was made, the problem was simpli- 
fied and the remaining difficulty of securing the nasopharyngeal 
opening seems to be solved in this case by the use of the appliance. 
Especial attention is directed to the degree of stenosis, as in cases 
previously seen or reported, I have found none so extensive, the 
usual case showing merely adhesions between the uvula and fauces 
without destruction thereof, and simple operations have usually suf- 
ficed. The use of setons of gauze, silk or rubber may be adapted 
to such conditions, but the necessity of subsequent bouginage makes 
the inconvenience anything but negligible. One case was reported 
before this section in which a stenosis of the choana narium was 
treated by a drill opening, establishing the communication between 
the nares and pharynx, which is not only apparently insufficient but 
must require frequent dilatation to maintain it. In the case herewith 
reported, each side of the nares admits the finger tip. It is true 
that the tendency to contract characterizes a process such as is de- 
scribed, yet slighter degrees of stenosis with the opening made 
catheter size, have been reported to maintain the opening after 
epithelization has been completed. 

To one unfamiliar with the course of the case in which this 
prosthesis has been employed, the criticism may arise that the tube 
looks cumbersome. The best commentary on that point is the fact 
that the patient, although permitted to remove and replace the appli- 
ance, prefers to leave it in situ, as she is unaware of its presence. 

301 East Seventeenth St. 


A CASE OF TIC DOULOUREUX TREATED BY THE AVUL- 
SION METHOD OF DR. ERNEST LAPLACE.* 


Dr. H. Ho_prook Curtis, New York City 


The removal of the Gasserian ganglion with the surgical difficul- 
ties and danger to life, makes us welcome any new procedure for 
the relief of this most agonizing trouble, trifacial neuralgia, com- 
monly described as tic douloureux. 

While the description of the operation of Dr. Ernest La Place 
of Philadelphia was first published in The New York Med. Jour., 
December 9, 1905, it does not seem to have been given the attention 
by the medical profession that some of the wonderful results have 
merited. We all know of some cases in which after a supposed 
removal of the Gasserian ganglion there has been recurrence of the 
neuralgia, and we are familiar with many cases where a resection 
of the peripheral nerve has produced an apparent cure for a long 
period, but eventually there was a recurrence of pain as the nerve 
regeneration was re-established. 

The regeneration of the peripheral nerve, and the fact that after 
apparent removal of the ganglion the sensory fibres are enabled to 
form some connection with the central tracts in the medulla inde- 
pendent of the Gasserian ganglion, thus explaining the failure of 
the major operation to afford permanent relief, makes us consider 
the avulsion method as a procedure to be attempted before we 
resort to the removal of the ganglion. Collateral anastomosis is 
apt to occur after injections which are supposed to form an in- 
flammation of the fibro-connective tissue and to strangle nerve im- 
pulses and function by cicatrization. The description of the oper- 
ation of La Place has been very misleading. In a recent elaborate 
book on the subject of bone surgery, written by an eminent surgeon 
of this city, the removal of the branches of, the fifth nerve is pic- 
tured as being done by torsion with a simple artery forceps, a 
plan I think impossible of accomplishment. I will briefly explain 
the steps of the avulsion operation which Dr. La Place insists upon 
as essential to success. 

Mrs. J. S., aged 61, had always been healthy until seven years 
ago, when the first attack came on suddenly, while in Paris. The 
pain first apeared in the supraorbital branch of the trigeminus, and 
for a year was confined to the forehead and about the eye. Then 
the infraorbital or superior maxillary branch became affected. The 
inferior maxillary was never involved. The attacks became more 
severe three years ago, when at times the suffering she endured 
is indescribable. For days she would go without food or drink 
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because the contact of a tumbler or opening the mouth to take 
food would bring on a paroxysm of such frightful pain that she 
was absolutely unable to endure it. In that condition, I have intro- 
duced a small urethral catheter through the nose and injected a pint 
of milk into the stomach. 

In May, 1915, she was for five weeks at the Neurological Hos- 
pital, and was seen by Dr. Joseph Collins and Dr. Elsberg, who 
gave the patient alcohol injections in the region of the Gasserian 
ganglion. These did not prove efficacious, and a removal of the 
ganglion was contemplated. At this time, after five weeks at the 
hospital, I heard from an assistant of Dr. Ernest La Place of 
Philadelphia, of several cases of trifacial neuralgia which had been 
cured by the avulsion method of that surgeon. I investigated the 
matter, and determined to send her to the Medico-Chirurgical Hos- 
pital of that city and put her under treatment. I accompanied her 
and was present during the operation, and my daughter remained 
with her during her convalescence, a period of two weeks. 

Description of the operation. The region of the superciliary ridge 
and the superior maxillary region were cleansed, and painted with 
iodine. A crescentic incision was made just below the border of 
the orbit and the infra-orbital nerve was exposed at the exit from 
the infra-orbital foramen and freed, in order to allow a long- 
bladed hemostatic forceps to pick it up. After engaging the nerve 
and freeing it from the artery, the forceps was firmly held and 
rotated in the manner of a corkscrew from left to right. After 
one complete rotation, very slowly made, the minute branches of | 
the nerve could be seen as a white filamentous tree on the upper 
lip and region of the alae of the nose, the face being very congested 
from the anesthetic. One or two minutes were allowed to elapse 
between every slow rotation of the forceps, and the nerve wound 
around the instrument from the central and distal extremities. 
About four and a half revolutions of the forceps were necessary be- 
fore the nerve was wrapped on the forceps, freed in its entirety. 
Dr. La Place then unwound the nerve under water in a glass dish 
and laid it out on a dark background to be sure that every filament 
was intact. 

The avulsion of the superior orbital branch was done in the same 
manner, and the nerve removed as totally. The rather free incisions 
healed in a few days, and the patient returned to New York in 
two weeks. Since the day of the operation in December, 1915, the 
patient has not had a twinge of pain in her face, and from being 
a most desperate sufferer she has become a perfectly healthy woman, 
having gained twenty pounds in weight after the operation. 

130 W. 59th St. 


A STONE REMOVED FROM THE ESOPHAGUS OF 
AN INSANE PATIENT. 


Dr. H. Arrowsmitu, Brooklyn, N. Y. 


Subject to future correction, I venture to present this stone as 
the largest unyielding, rigid and “unmanipulatable” (if 1 may coin 
a word) foreign body extracted entire by means of per oral endo- 
scopy, to this date. Some dentures may have had a greater super 
ficial area and some meat masses a greater cubic content, but such 
articles have been susceptible of compression, rotation or other 
change of presenting surface, or of piecemeal removal. 

On February 17, I was asked by Dr. Gordon Gibson, Attending 
Surgeon to the State Hospital for the Insane, at King’s Park, 
Long Island, to remove a foreign body, supposedly a pebble, from 
the esophagus of a patient at the Institution. 

Joseph L., twenty-eight years of age, a painter by trade, suffering 
from dementia praecox, reported on February 16 to Dr. R. E. 
Blaisdell, the house officer under whose care he was, that he had 
a “pain in his throat.” On being questioned, he admitted having 
swallowed “a pebble about as thick as his finger and somewhat 
longer than that diameter,” the previous day. He refused to at- 
tempt to swallow solids, and liquids were promptly regurgitated, 
mixed with blood. A stomach tube was passed and halted ten 
inches from the incisors. The insertion of a probang, which [ am 
assured was gentle and careful, corroborated the presence of an 
obstruction at that point. Owing to the lack of an X-ray apparatus 
in the hospital’s equipment, no radiographs could be made to de- 
termine the size, shape and position of the foreign body. 

On the afternoon of February 17, with the assistance of Drs. 
Gibson and Blaisdell, and in the presence of a number of the 
hospital staff, the patient being under oil-ether colonic anesthesia 
(Gwathmey’s method), I passed the medium-sized Mosher bal- 
looning esophagoscope, noting that there was absolutely no laryn- 
geal stenosis, although the arytenoids were distinctly abraded, 
slightly swollen and bled easily (though moderately), the same 
being true of various areas in the esophagus. Ten inches from 
the incisors, I stopped at a foreign body, covered with a thick 
bloody secretion. After cleansing, this was seen and fe/t to be a 
stone. The rather swollen esophageal wall could be pushed away 
from the intruding mass to a very limited distance, not enough to 
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make me feel safe in attempting to pass any instrument down 
beside the foreign body. Inspection of the accessible presenting 
surface convinced me of the futility of attempting to seize and 
extract the stone by forceps. 

Rather forcible ballooning distended only a very small part of 
the left lateral wall of the esophagus and through the lumen, thus 
indicated, I passed the Jackson mechanical spoon, keeping the 
spoon blade in contact with the left surface of the stone. When 
the spoon was felt to be free to move, I turned it to a right angle 
and pulled upward, with force enough to break the instrument, 
but not to budge the stone. Fortunately I had with me the Jack- 


4 


son safety-pin closer, made on the same principle as the mechanical 
spoon. This was introduced in the same way, the tube lip was 
pressed firmly against the upper surface of the stone, the right 
against the tube end. Tube, stone and pin closer were slowly 
withdrawn together. I estimate the tractive force necessary to 
start the withdrawal at a minimum of 40 pounds, probably it was 
more. The stone escaped from the instrumental grasp in the 
pharynx and was finally delivered by the operator’s finger. It 
measured 2 by 136 by 1 inch, the greatest impacted circumference 
being 334 inches; its weight was 630 grains. 

Immediately after extraction, the respiration became very slow 
and shallow and the patient was markedly cyanotic. I at once 
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again passed the esophagoscope, assured myself that the larynx 
was unobstructed and found that the esophagus, though somewhat 
more abraded than on the first inspection, was not lacerated and 
that the bleeding was negligible. A hypodermic injection of atropin 
1-50 grain was given, and I asked Dr. Gibson to do a tracheotomy, 
although I was certain that the air passages were patent. Imme- 
diately after introducing the tracheal tube, the patient resumed 
normal breathing and the cyanosis quickly disappeared. I at- 
tribute this to the stimulation by the impact of cool air on the 
tracheal mucous membrane. The respiratory failure was due, 


Fig. 3. 

I am convinced, to a vagus reflex inhibition from the forcible re- 
moval of the stone, the degree of force, in my opinion, being 
entirely justified by the exigencies of the patient’s condition and 
the nature of the foreign body. 

The tracheal tube was removed the next morning and the pa- 
tient could swallow without much difficulty. Three days afterward 
he passed “three smooth white pebbles about the size of ordinary 
marbles, some sand and the split half of a lead pencil about two 
inches in length.” 

How a mass of this form and texture could have been induced 
to make its original entry is beyond my comprehension. It 1s, 
perhaps, an interesting fact that the greatest diameter in contact 
with the esophageal walls lay antero-posteriorly instead of trans- 
versely, as is usual. 
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This experience emphasizes Jackson's counsel: Study the prob- 
lem presented in each instance, before commencing the mechanical 
attempt at extraction. 

It also accentuates my previous conviction of the importance in 
the endoscopist’s armamentarium of Mosher’s esophagoscope, with- 
out which in the present instance, handicapped by the lack of 
radiographic information, I would have been strongly tempted ‘0 
abandon any effort to remove the foreign body. Thanks to Jack- 
son’s inventive genius, the means of removal were also provide’, 
in mechanical principle if not by intent. His recently devised 
spoon forceps, evolved from the early mechanical spoon, if modi- 
fied to meet distant esophageal problems, will solve many future 
riddles which may be presented. 

The time consumed in the actual examination and instrumer‘ta- 
tion of this patient was about ten minutes. 

My sincere thanks to Dr. N. C. Beers are proffered, for his ad- 
mirable photographs, showing the stene (in scale) and the me- 
chanics of its removal. 

I was unable to find any radiographic reproduction of a common 
stone, so as a matter of interest and perhaps of information to 
others, Mr. Shrope, the radiographer of the King’s County Hos 
pital, made an x-ray of the stone directly superimposed on the 
plate of which this is a print. 

170 Clinton Street. 


LUETIC PARALYSIS OF RIGHT VOCAL CORD.* 
Dr. Grorcre E. Davis, New York City. 


The patient, age 20 years, consulted me January 5, on account 
of a sore throat, whch began rather suddenly about three days 
previously. He said it was difficult and painful for him to speak 
or swallow. His voice was husky, and enunciation indistinct. 

On inspecting the mouth and pharynx the first thing that 
attracted my attention was that the soft palate was drawn up and 
to the left so that the uvula was displaced to the left about mid- 
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way between its normal position in the centre and the left ton- 
sillar pillar. The pharynx was not markedly inflamed nor were 
the tonsils, though the latter were moderately hypertrophied and 
probably the seat of infection. 

The laryngoscope revealed complete paralysis of the right vocal 
cord and right side of the larynx and pharynx. 

As there was no acute intra-laryngeal condition to account for 
the paralysis I went into his family and personal history, endeav- 
oring to trace the etiology of his trouble. 

Family history. Father died at the age of 54, but the patient 
does not know the exact nature of his final illness; thinks it was 
Bright’s disease with complications. Mother died of acute pul- 
monary tuberculosis at the age of 34. He has three sisters—22, 
15, and 12 years old, respectively. The two older sisters had 
goitre. Both were relieved by medical treatment. One brother, 
18, in good health. 

Personal history. ‘Ten years ago, at the age of ten, he had a 
severe illness which was pronounced typhoid fever by one doctor, 
and meningitis by another. Following this illness he noticed he 
was deaf in the left ear. 

Functional tests revealed total loss of function—both acoustic 
and static—of the left ear. The functional tests of the right ear 
were significant in that they showed the hearing for low notes 
was normal (16-2\), high notes slightly lowered (Galton .7), and 
the bone conduction reduced 13 seconds, the latter notwithstanding 
a history of a mild tubo-tympanc catarrh, indicated in the right 
ear at times by a sensation of stuffiness and tinnitus. 

There is moderate hypertrophy of the thyroid, more on right 
than on the left as you will note. I hardly think though, that 
pressure from this on the recurrent laryngeal can be sufficient to 
produce paralysis of the cord. 

You will note an inclination of the patient’s head to the left, the 
muscle tonus of the right arm and right leg is diminished, as also 
are the reflexes on the right. 

Diagnosis. The total deafness on the left, taken in connection 
with the diminished or shortened bone conduction on the right, 
particularly in a boy of twenty, and that, too, in spite of a mild 
middle ear catarrh, thoroughly decided in my mind the luetic 
origin of the paralysis, though the patient gave negative personal 
history. The diagnosis was confirmed by a plus four (4+) Was- 
sermann. His infection, I think, is hereditary. 
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In arriving at a diagnosis in this and similar cases, the follow- 
ing etiological factors are worthy of note. As asserted by Wright 
and Smith in their text book, cortical tumors, hemorrhages, de- 
generations, meningeal inflammations and cranial depressions are 
hardly to be regarded, per se, as the cause of laryngeal paralyses. 
However, they may be associated with central lesions as ascend- 
ing or descending degenerations, due to syphilis, the latter being 
the direct cause. 

Seat of the syphilitic lesions. Clinical experience warrants the 
assertion that the seat of the luetic lesions most frequently re- 
sponsible for laryngeal paralysis is in the floor of the fourth ven- 
tricle. The fact that, as in the present case, we have associated 
paralyses—palatal, pharyngeal (and slight facial), indicates that 
a unilateral lesion situated: in the bulb may cause a unilateral 
paralysis of the cord on the same or opposite side, depending on 
the seat of the lesion, whether above or below the decussation of 
the nerve supply. In the case here reported the seat of the lesion 
probably is on the opposite side to the palatal and laryngeal 
paralyses. Nevertheless it is possible the loss of the ear function 
may have been peripheral, the lesion affecting the end-organs of 
the eighth nerve alone on that side. (A _ so-called “neuro-reci- 
dive.” ) 

This loss of ear function antidated the present clinical, pharyn- 
geal and laryngeal symptoms some ten years, but withal, the date 
of the anatomical lesion of the laryngeal paralysis in this case is 
questionable, for as it is well known the abductor nerve supply 
is the first to go in progressive iesions, and moreover, that a 
unilateral median position of the cord often does not obviously 
affect the voice and respiration at the initiation of the paralysis, 
therefore, the more or less sudden manifestation of difficulty and 
pain in vocalization and deglutition does not necessarily evidence 
the simultaneous occurrence of the paralysis. I am inclined to the 
belief that. the paralysis is of rather prolonged standing, and 
that the sudden advent of symptoms affecting the vocalization 
and deglutition was precipitated by the development of an acute 
cold. 


50 West Thirty-seventh Street, New York. 
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RIB TRANSPLANTATION FOR CORRECTION OF EXTERNAL 
NASAL DEFORMITY; UNUSUAL{E XPERIENCE IN 2 CASES.” 


Dr. WILLIAM Scruton, New York City. 


Case 1. The patient, a girl 17 years old, presented herself at 
the Manhattan Eye, Ear and Throat Clinic for surgical treatment 
of a typical saddle nose. Luetic origin was immediately suspected 
by reason of her general appearance, notwithstanding the negative 
family history given by the parent. Blood examined for the Wasser- 
mann reaction proved negative. Potassium iodide was given for 
several weeks and then the cerebrospinal fluid was examined for the 
Wasserman reaction. This also proved negative. Later a luetin 
reaction was made and proved negative. A provocative dose of 
salvarsan is under consideration, but up to the present it has not 
been convenient to arrange for it as the patient does not wish to 
remain away from employment for a day. 

The family states that the deformity occurred after a piece of bone 
sloughed from the nose, following a severe trauma when the girl 
was an infant. 

The possibility of latent lues and the consequent influence in the 
progress of the case were appreciated at the time of operation. The 
type of operation employed was the very simple procedure which 
has become so general through the presented cases and writings of 
Dr. William Wesley Carter. It consisted in making an incision 
across the nose at the point where the connecting bar of a pair of 
eyeglasses would naturally apply when in position, and undermining 
the subcutaneous tissue above and below the incision to form a 
pocket for the transplant. When the transplant was placed in po- 
sition an endeavor was made to anchor the upper end beneath the 
periosteum; it proved unsatisfactory from a cosmetic standpoint 
and was abandoned. 

The resuit was apparently excellent, the patient being discharged 
from the hospital in ten days. About five days later she returned 
with a swelling extending from the bridge of the nose well on to the 
forehead. Incision was made through the scar and a large quantity 
of pus evacuated. There was very little drainage from day to day 
thereafter. The transplant was purposely not removed because it 
was thought that nature would produce a certain amount of thick- 
ening in the tissues in the effort to extrude or absorb, and some 
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measure of the correction might thus be saved. The discharge of 
pus practically ceased while the transplant remained solidly in place, 
much to my surprise. The wound was allowed to close and absorp- 
tion progressed, resulting in the anticipated thickening and conse- 
quent correction of a very appreciable amount of the original de- 
formity. It is chiefly for this reason that the case is presented for 
record. 

Case 2. This patient, a young man about 22 years old, presented 
himself at the Manhattan Eye, Ear and Throat Clinic complaining of 
difficult nasal breathing as a result of trauma occurring some years 
ago. He had consulted a number of surgeons in another city con- 
cerning the advisability of a submucous resection of the nasal sep- 
tum. Owing to the type of septal deformity present they considered 
that it could not be done in a manner to insure satisfactory breathing 
space without a strong probability of increasing a slight sinking of 
the cartilaginous portions of the nose which was already present. I 
was in thorough accord with his previous consultants, but realized 
that something must be attempted by someone, and it might as well 
be by me. 

A submucous resection of the septum was done under ether as 
local anesthesia was refused. The operation progressed very satis- 
factorily until 1 attempted to remove the high portion of the tre- 
mendously thickened and hardened cartilage, when with the forceps 
engaged the power of my hand was not sufficient to force the blades 
through for a bite, and a twist of the instrument was necessary. I 
distinctly felt, with the fingers of my free hand on the nose, a decided 
sinking at the moment the twist was made. 

The result gave good breathing-space with an increased external 
deformity (depression). The deformity, however, did not annoy 
him for about a year. He then returned to have it corrected. 

The operation for transplantation of the section of rib was per- 
formed as in case 1, with this exception: It was found that a piece 
of rib sufficiently long to extend from the tip to the root of the 
nose made the bony portion of the nose too high and resulted in a 
grotesque appearance when placed in position. A short piece of rib 
section was then tried bridging from the beginning of the bony 
portion of the nose to the tip. This was not quite satisfactory so 
another section was placed under it, giving a slight boost and the 
desired result obtained. This unusual procedure is the reason for 
placing this case on record. I wish to thank Dr. Tohn E. Mackenty 
for advice and assistance at this operation. 


27 East Fifty-seventh Street. 
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UNUSUAL COURSE OF PUS IN THE NECK OF A CASE 
OF MASTOIDITIS. 


Dr. Joun W. Durkes, Brooklyn, N. Y. 


The following case of mastoiditis is reported because of the un- 
usual course taken by the pus in the tissues of the neck. 

A. D., age 50, gave the following history. About January 2% 
he had neuralgic pains in the right side of the head which became 
severe enough on March 4 to keep him from business. On March 
22 the ear began discharging and the discharge continued. At 
the time the discharge began a swelling appeared behind the au- 
ricle. After two weeks this swelling disappeared and a few days 
later a swelling appeared in the upper part of the neck at the 
tip of the mastoid and increased in size. 

The patient came under my care April 20. The right auditory 
canal was filled with thick pus and there was sagging of its 
pastero-superior wall. In the upper part of the neck just below 
the mastoid and extending a short distance over its tip, but not 
over the body of the mastoid, was a red, soft, fluctuating swelling 
about the size of a large hen’s egg. There was no swelling or 
edema over the body of the mastoid. There was no auricular ten- 
derness, no tenderness over the antrum or body of the mastoid, 
and only slight tenderness over the swelling in the neck. The 
temperature was 98.2°. 

Urine examination: Volume in twenty-four hours 1,900 cc.; 
acid in reaction. Sp. gr. 1,034; urea 1.7 grams per 100 cc.; sugar 
3.6 grams per 100 cc.; albumen, trace. 

Immediate operation. An incision of the fluctuating tumor in the 
neck opened a large abscess cavity which extended about two and 
one-half inches below, and about one-quarter of an inch over, the 
tip of the mastoid. The pus was not in the deep tissues of the 
neck but directly under the skin and external to the sterno-mastoid. 
The usual mastoid incision was then made and the periosteum 
elevated. In the bone directly over ‘he antrum and the outer part 
of the canal wall was a necrotic spot, about one-half inch in 
diameter, which was filled with granulations. Extending under 
the periosteum from this spot, and over the bone and fibers of 
the sterno-mastoid, was a sinus that connected with the upper 


part of the abscess cavity in the neck. The cortex was removed, 
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and the body of the mastoid was tound broken down and filied 
with pus and granulations and the cells in the tip were congested. 
Below the antrum and between the lateral sinus and the canal 
wall were some deep cells. These were uncovered thoroughly but 
were not curetted because of the fear of injuring the facial nerve. 
The bone over the upper part of the sinus and over the dura of 
the tempero-sphenoidal lobe near the sinus, was gone, and sinus and 
dura were covered with granulations. These were not disturbed 
but the bone was further removed in all directions until healthy 
dura and sinus were found. The mastoid cavity was cleaned out 
thoroughly and packed with plain gauze. On April 24th the pa- 
tient complained of difficulty in swallowing. There was no pain 
or sensation of a swelling in the throat; he merely had to make an 
effort to swallow. If he held the larynx up, swallowing was 
easier. It was first learned at this time that this symptom was 
present two days before the operation. The first dressing was 
done on the 24th and-when the packing was removed at Teast two 
drahms of thick pus welled up from the deep cells that were be- 
tween the sinus and the canal wall. The irrigation passed from 
these cells into the patient’s throat. The rest of the wound ap- 
peared healthy. 

Until May 1 at each daily dressing a large amount of pus came 
from the deep cells and the irrigation passed into the patient’s 
throat. When he swallowed, air came through the deep cells in 
the wound, but the patient could not force air through. Efforts 
were made to locate the opening in the throat, but without success. 
At this time deep fluctuation was detected low down in the neck 
behind the sterno-mastoid and a large abscess was opened, under 
local anaesthesia. In irrigating this abscess the solution went into 
the patient’s throat and came through the deep cells in the mastoid. 

On May 4 the mastoid wound was healing well, there was practi- 
cally no pus in the deep cells below the antrum, and the irrigation 
did not pass from them into the throat or into the wound in the 
neck behind the sterno-mastoid. There was still a great deal of 
pus coming from this neck wound. 

On May 7 erysipelas appeared around the wound and involved 
that half of the face and head. 

The temperature for the first ten days after the operation, to 
April 29th, did not go above 99.6. The next three days, April 30 
to May 2, it reached 101.4. From that time until the death of the 
patient on May 7%, it did not go above 100. 

142 Clinton Street. 
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FIBROMA OF THE ETHMOID REGION.* 
Dr. Rovert H. Fowier, New York City. 


The patient, John M., came to Dr. MacKenty’s clinic at the 
Manhattan Eye, Ear and Throat Clinic in December, 1915. His 
chief complaint was obstruction in breathing. Examination re- 
vealed a polypoid mass completely occluding the right nostril. A 
piece of this growth was snared off and sent to the laboratory 
which reported “fibroma, hard in part; round cell infiltration.” 

There was a good deal of debate at the time as to whether the 
growth was benign or malignant. ‘Operative procedures were 
decided upon and the patient was induced to have the growth 
removed, although he was informed that the operation would be 
a serious one. In January, 1916, under general anesthesia, a pos- 
terior tampon was inserted and the anterior part of the growth 
was removed with a snare; then the tampon was removed and the 
growth was seized with adenoid forceps through the naso-pharynx 
and removed in two masses, each about the size of a man’s finger. 
(Specimen presented.) 

The patient sustained extreme shock and hemorrhage at the time 
of operation, the flow of blood being so profuse after removal of 
the first part of the growth that he was threatened with exsan- 
guination before the completion of the operation., However, as 
soon as the removal of the mass was completed the hemorrhage 
lessened and it was possible to examine the site of the growth 
before packing off the cavity. A large part of the ethmoid cells 
came away with the mass, and the ethmoid cavity was left open. 

The pathological report on the specimen was: “Complex 
growth; fibromatous infiltration of polyps, with inflammatory in- 
vasion. Vessels well formed; very highly vascular, a point 
against its being sarcoma.” 

A proliferation of the pieces which remained behind took place 
about a month after the operation. To check this, several injec- 
tions of trichloracetic acid were made by the method that Dr. 
Harmon Smith has described, and since last summer the patient 
has had no treatment except that he has used ichthyol ointment 
from time to time to improve the condition of the membrane, on 
which huge scabs formed soon after the operation. 

Previous to operation the patient’s weight had been stationary 
at 110 pounds for two years, but since then he has gained twenty 
pounds and his general health is excellent. 


*Read before the New York Academy of Medicine, Section on Rhinology 
and Laryngology, Feb. 28, 1917. 
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The three points of interest in this case are (1) The size of 
the growth, it being as large as two fingers, displacing the septum 
and totally occluding the nares. (2) Method of removal, the ade- 
noid forceps being applied posteriorly. (3) The hemorrhage was 
extremely severe until the growth had been removed, when it sud- 
denly lessened. 


11 East Forty-eighth Street. 


REPORT OF TWO CASES OF ATROPHIC RHINITIS 
TREATED WITH ICHTHYOL OINTMENT.* 


Dr. Rosert H. Fowier, New York City. 


The first case illustrates the treatment of simple atrophic 
rhinitis. The patient came to the clinic at the New York Dis- 
pensary ten months ago, with a history of seven years of un- 
successful treatment for nasal disease. There was at the time a 
great deal of scabbing in the nose and throat. The chief com- 
plaints were headache and lack of sleep. ‘The patient stated 
that for seven years he had used aqueous douches in the nose, 
and he was then using salt and water three or four times a day. 

Examination revealed the characteristic scabbing of atrophic 
rhinitis, but there was not the odor of ozena. The patient was 
directed to discontinue the use of douches, and was instructed 
to use an ointment consisting of ichthyol, grs. 20; menthol, 
grs. 2; and petrolatum, 2 ounces. This to be applied three times 
a day on cotton in each nostril. 

The patient has followed this treatment regularly and has 
had no operation. ‘The membranes of both nose and throat are 
now clear of scabs, and he asserts that he is able to omit the 
treatment for a week without the recurrence of the scabs. He 
sleeps well, has no headaches, and his weight has ‘increased 
from 139 to 152 pounds. 

Without going into a definition of the term, atrophic rhinitis, 
it may be said that there is a well-defined number of cases that 
appear in our clinics characterized by a change in the appear- 
ance of the mucous membrane of the nose and naso-pharynx. 
In the milder cases, the mucous membrane of the nose is luster- 


“Reported by invitation, before the Section on Laryngology and Rhinoi- 
ogy, New York Academy of Medicine, February 28, 1917. 
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less; in the more severe types, crusts are present; the patient 
complains of an obstruction in breathing; pharyngitis sicca is 
almost invariably present; epistaxis is a frequent complication. 

A remarkably large number of the patients presenting these 
symptoms give a history of having used salt and water or some 
other form of nasal douche. This gives apparent relief, but is 
not permanently beneficial. Some of these cases require oper- 
ative measures, and here the ichthyol treatment may be used 
before and after the operation to improve the condition of the 
mucous membrane; on the other hand, there are cases which 
may be entirely relieved by the use of the ichthyol ointment. 

In ozena, the same treatment relieves the scabbing condition 
and does away with the chief symptom, namely, the odor, so 
long as the patient continues the treatment, but if it is neglected, 
the symptoms will recur. 

The procedure of stopping the nasal douche and employing 
an Ointment instead is not only efficacious in the milder cases 
of atrophic rhinitis, but in cases where operative procedure is 
required it is a distinct aid. For instance, in many cases of 
ethmoiditis, the best preparation for the operation is a course 
of this treatment to first improve the general condition of the 
membrane. 

To repeat: The use of the nasal douche continued over a 
long period of time, injures the mucous membrane of the nose; 
while a bland salve applied to the membrane lessens the ten- 
dency to scabbing and hastens the return to a normal condition. 

The second case was typical ozena occurring in a woman 22 
years of age, who first came to the clinic four months ago com- 
plaining of a disagreeable odor from the nose, extending over a 
period of two years, during which time she had been using salt 
and water as a nasal douche. Examination revealed scabs an 
inch and a half long throughout both nostrils and on the pos- 
terior pharyngeal wall. The characteristic odor of ozena dom- 
inated the neighborhood of the patient; her cheeks were pale, 
and she was very anemic. Six weeks after giving up the 
douche and using the ichthyol ointment, the scabbing ceased 
There is now no odor, and the general health of the patient is 
markedly improved. 

There is no claim that this is more than a palliative treatment 
so far as ozena is concerned. The object is simply to improve 
the condition of mucous membrane, not bone. 


11 East Forty-eighth Street. 
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A CASE OF ACCESSORY TONSILS. 
Dr. J. A. HAGEMANN, Pittsburgh, Pa. 


In January, 1917, the writer performed tonsillectomy upon a 
young lady to preclude the recurrence of tonsillitis, from which 
she had repeatedly suffered. The operation and subsequent re- 
covery presented nothing extraordinary. But several weeks later 
she complained of some discomfort at the right side of the 
throat. Examination revealed curvilinear fissures about five- 
sixteenths of an inch in length on either side of the soft palate 
and ranging evenly with the anterior pillars. The left one 
would escape cursory view, while the right one was character- 
ized by redness and slight infiltration of the approximate edges. 
A curved probe was readily inserted, and a little manipulation 
revealed the presence of a tonsillar mass, about equal to a pea 
in volume, in each cavity. The invasion of infectious material, 
causing slight local inflammation, led to the discovery of this 
unconformity. After removal an unmistakable cavity, entirely 
separate from the tonsillar fossa, was in evidence. The wounds 
soon cicatrized. 

The apertures which appear near the caputal extremity early 
in the embryonic development of all vertebrates are the prefig- 
urement of the so-called branchial clefts through which water 
continuously passes outward after transcurring the mouth in 
the lower vertebrates, such as fishes. In this manner oxygen 
is extracted from the water by the venous blood flowing 
through the gills, and thus under-water breathing is accomplish- 
ed. Among amphibians much the same sub-aquatic breathing 
arrangement is persistent throughout life. It is plausible that 
the human tonsils are bated survivals of respiratory organs 
that functionated at an early stage of man’s phylogeny. The 
human foetal unfoldment is in effect a compendious record of 
man’s developmental metamorphoses. Early in his embryonic 
evolvement he successively assumes and relinquishes the char- 
acteristic traits of his primordial ancestry. Occasionally one 
or more of such traits endure post-natal, and even throughout 
the individual’s life. Fistulous communication of the pharynx 
with the external surface of the neck and persistence of the 
thyro-glossal duct, both unsuppressed lineaments of piscine an- 
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cestry, are not absolutely infrequent. Rarely, however, does 
one come upon supernumerary tonsils. These are presumptively 
likewise due to persistence of embryonic vestigial media, an 
atavistic recrudescence of organs one time performing sub- 
aquatic oxygenation, then ranged in collateral pairs, each sup- 
plemental to a pristine branchial cleft. 

Highland Building. 


THE CLINICAL ASSOCIATION OF AMERICAN 
PERORAL ENDOSCOPISTS. 

On November 1, 1917, the Clinical Association of American 
Peroral Endoscopists was organized in Philadelphia. 

The purpose of this new society is, in the words of its Consti- 
tution: “The study of diseases and accidents occurring in the 
respiratory and upper digestive tracts, of borderline conditions and 
their treatment, medical and surgical, by direct inspection.” 

The Association also aims to impress on the internist and general 
practitioner the value of bronchoscopy and esophagoscopy as diag- 
nostic methods of precision so as to make possible the accurate 
ocular study, in the living subject, of pathological conditions of the 
esophagus and lungs. 

The officers of the Association are the following: 

President: Dr. Chevalier Jackson, Philadelphia. 

Vice-president: Dr. Hubert Arrowsmith, Brooklyn, New York 
City. 

Secretary-treasurer: Dr. Henry Lowndes Lynah, New York City. 

Members of the executive committee: Dr. Wolf Freudenthal, 
New York City, and Dr. Samuel Iglauer, Cincinnati. 


Dr. Henry Lowndes Lynah, New York, has been appointed Pro- 
fessor of Direct Laryngoscopy, Bronchoscopy, Esophagoscopy and 
Intubation at the New York Polyclinic Medical School. 

Major Ewing W. Day, Pittsburg, Pa., is Chief of Division of 
Head Surgery, Base Hospital, Camp Lee, Va. 

Dr. H. W. Loeb, St. Louis, has been commissioned a major in 
the Army Medical Corps and is at present in Washington. 

Dr. W. H. Roberts, Pasadena, Calif., has been commissioned a 
captain in the Army Medical Corps. 
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(Continued from page 860.) 
Discussion of Dr. Ralph Butler's paper continued. 


Dr. Water F. Cuarrett, New York City: I would like to call atten- 
tion to the case of a patient, a man forty-five years old. His present 
illness began one month before admission, when he became hoarse. 
This continued and was followed by dyspnea, at first on exertion, later 
continuous. His only complaints were hoarseness and dyspnea. When 
he entered the hospital a tracheotomy was done at once, as the vocal 
cords were immobile and almost in contact. The Wassermann and X-ray 
of chest were both negative. Salvarsan was given twice and had no 
effect. Two weeks after admission, under suspension, the left vocal 
cord was removed with scalpel and punch. Three weeks later, as there 
was not space enough between the cords, the left recurrent laryngeal 
nerve was cut at the entrance into the larynx. In ten days the trache- 
otomy tube could be removed. When seen two months after the last 
operation, he was at work and breathing easily. Cutting the nerve not 
only allowed the vocal cord to recede into the cadaveric position, but 
caused an atrophy of that side of the larynx which gave still further 
space. The man was to report if he had any difficulty, and has not as 
yet, so it is presumed he is well. Several physical examinations and 
nerve reflexes were negative. 

Dr. GREENFIELD Stuper, St. Louis: I would like to add the record of 
a case seen in consultation. A physician, twenty-eight years of age, who 
developed acute laryngitis, apparently a grippe, and with it a very violent 
dyspnea which, upon inspection, showed bilateral posticus paralysis. 
The cords were almost in the median line. The glottis was represented 
by a slit through which you could have dropped an old-time silver five 
cent piece. The recovery was not exactly uneventful. It required 
some six weeks, during which time he became excited about something and 
smothered almost to death. Nine or ten months later he developed an- 
other infection, laryngitis developed, and again posticus paralysis, and 
through the three attacks I saw him in consultation. 

Dr. Bryson DeLavan, New York City: Several years ago I was called 
in to see a case at St. Luke’s Hospital suffering with dyspnea, and I 
found a marked abductor paralysis. I was obliged to do an immediate 
tracheotomy. The obstruction, however, was not entirely due to the 
laryngeal box. At a certain distance below the larynx, in the trachea, 
we also found constriction, and endeavored to overcome it by insertion 
of a long tracheotomy tube. The child died of exhaustion and was found 
to have a large tubercular lymph node pressing upon the trachea, which 
was evidently the cause. 
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Dr. W. B. CuampBercin, Cleveland: I have in mind such cases as occur 
in the early stage of locomotor ataxia. My attention was attracted to 
this a number of years ago by a patient who was found unconscious in 
the street and taken to the police station on the suspicion of being 
drunk. After the usual delay it was discovered that he was not drunk 
but ill. On examination we found complete abductor paralysis and other 
signs of locomotor ataxia. I then went over to the City Hospital and 
made a routine examination of all tabetics we had there, and was sur- 
prised at the number of cases in which we received no history of this 
condition, where we found paralysis. 


Some few days ago I had a patient, a man about thirty-five vears old, 
an Italian, who came with a history of dyspnea and difficult respiration, 
especially on exertion. I thought, of course, of the possibility of a for- 
eign body, but examination showed bilateral abductor paralysis. I wished 
to refer the man to the hospital, but he disappeared. Some four weeks 
later the consultant told me that he found the man in an acute attack of 
dyspnea from which he succumbed in a short time. 


Some Clinical Observations on the Lingual Tonsil. By GreenrieLp SLUDER, 
M. D., St. Louis. 

The diagnosis of lingual tonsillitis is simple in acute follicular cases. 
Should it not assume the follicular markings, it is often overlooked, 
particularly when the mass is not enlarged. It is recognized under these 
conditions by its color alone. The mass may be much enlarged in acute 
or chronic cases, which is, of course, easily recognizable. Not so easily 
interpreted is an occasional smail slightly reddened follicle. These are 
often the origin of the symptoms. 

The prognosis for singers and speakers, according to the writer's ex- 
perience, should be guarded. A lingual tonsil which easily becomes a 
disturbing factor, either from the work of singing or speaking or from 
infection, must be considered most seriously. He does not believe that 
the singing or speaking voice can be developed to any great extent under 
these conditions. 

The treatment of lingual tonsillitis in the acute follicular stage is like 
that for the faucial tonsils under like conditions. For the subacute or 
chronic state, with or without enlargement, nothing has been so satis- 
factory as applications of a small amount of silver nitrate saturated in 
fifty per cent glycerin. Salicylic acid saturated in ninety-five per cent 
alcohol is helpful, and does not taste so unpleasant. These may be made 
daily or as seldom as ten days. For the enlargement, galvanocautery 
destruction has seemed best. Hemorrhage following surgery of the lin- 
gual tonsil is more difficult to manage than any in the upper air passages. 

Many of these observations have been made and recorded in more or 
less this form. The association of lingual tonsillitis with thyroid gland 
disturbance and with glossodynia, he believes has not hitherto been re- 
corded. 


It is his interpretation of clinical laryngology that the lingual tonsil 
plays a major role. 
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DISCUSSION, 

Dr. ALBert G. Grercuett, Worcester: I am very much interested and 
impressed with this account of the lingual tonsil. The disease undoubt- 
edly has certain lesions that we probably do not appreciate. There is 
no question that there is definiteness about it and its lesion. I would 
like to call attention to three points which have impressed themselves 
upon my experience: first, its relation to the nervous system; second, 
to hemorrhage; and third, to cough. 

There is no question but that trouble in this region would cause 
cough, but still | think that continued cough should not be attributed 
to such a lesion without a most thorough examination of the lungs. 
Simple examination of the sputum, without any examination of the 
lungs whatever, will often show the real cause of the trouble. 

Dr. Henry L. Swain, New Haven: I have often seen how many times 
the sources of little lesions and the inconveniences that patients. have 
suffered from could be attributed to and explained by conditions found 
in the lingual tonsil. The circulation of the lingual tonsil is peculiar— 
or, rather, its relation to the veins of the base of the neck is peculiar. 
The veins from the surface of the tongue gather together into certain 
large vessels deep down in front and underneath the lingual tonsil. The 
sudden occurrence of a feeling of fullness is perfectly explicable when you 
consider these venous branches which gather together underneath the 
lingual tonsil. 


It is equally a fact that emotional stress, like an irritable plexus, is 
sometimes evidenced by this feeling of a lump in the throat, and this 
condition which I have described explains it. 

It is perfectly possible to have a lingual tonsil cough and a bronchitis 
existing in the same person. If one treats the bronchial part and not 
the lingual tonsil, he is falling far short of his duty. 

Dr. J. Payson CLark, Boston: My experience has been that the en- 
largement of the lingual tonsil is observed most frequently in middle 
aged women. The enlargement of the lingual tonsil in children, in my 
experience, is a very rare condition. ; 

I have had to remove the lingual tonsil in several cases, and have used 
Myles’ lingual tonsillectome. I have also used the wire loop. If this 
locp can be used it is better, because you are less liable to have hemor- 
rhage. I have not had hemorrhage in any of my cases. I remember be- 
ing called late one night to see a case for bleeding, where another physi- 
cian had removed the lingual tonsil that day. The bleeding was not 
violent, but persistent, and I had a little difficulty in stopping it. 

Dr. THomas Husearp, Toledo: I think there is no question about the 
intimate association between acute throat conditions and acute thyroid- 
itis, because I think we find many cases in which we are able to suc- 
cessfully treat the subacute or chronic conditions. It is most helpful in 
the reduction or checking of thyroiditis. 

In a ten-year-old child, four years after removal of her tonsils and 
adenoids, her lingual tonsils were found enormously enlarged. There 
was no suggestion of recurrence of either tonsillar or adenoid tissue, 
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but these large masses were a mechanical obstruction to swallowing. 
1 clipped off portions of the lingual masses, and following that there 
was no improvement and relief from dysphagia. 

Dr. Roperr C. Myrtes, New York City: There are several points about 
the lymphatic tissue at the base of the tongue. It seems to me that a 
very interesting one is whether the removal of the tonsils in early life 
does not by some vicarious attempt on the part of the lingual tonsil to 
supply the physiologic function of the tonsil, result in their becoming 
hypertrophied in this attempt. 


It has been my habit for many years to remove lingual tonsils in a 
little different way from that originally indicated. On account of some 
hemorrhages and cicatricial tissue, I have tried to devise some method 
of obviating both; one was to take out every other lymphatic tonsil with 
a guillotine and leave an intermittent one. That aided me very much in 
relieving the scar tissue. I have also left islands of tissue. In using 
the guillotine one should not press too deeply. If you go beneath the 
tonsil you are more liable to have hemorrhage than if you put the proper 
pressure on the guiliotine, which makes it possible to remove as much 
as you may elect. 

Dr. Burr R. SHurtey, Detroit: The importance of this relationship 
of Waldeyer’s ring to the thyroid is certainly a very exact and definite 
thing, but the key to the whole situation, to my mind, is infection. And 
while my paper which was referred to by Dr. Sluder was written five 
years ago, I have followed up carefully a large series of cases since that 
time. Of course, as Dr. Sluder says, no one expects to treat cases in 
this manner and not have the proper surgery of the thyroid attended 
to when that is necessary. 

In regard to cases of hemorrhage from the throat, | think perhaps 
there are a great many mistakes made by not properly examining the 
chest. We know full wel] that twenty-five per cent of all cases of pul- 
monary tuberculosis have hemorrhage at some time or other during the 
course of that disease, and it seems to me that it is just a matter of 
not thinking of that. We should always have a very thorough and com- 
plete chest examination wherever there has been hemorrhage from the 
throat. 


Dr. JoHN MacKeNtTy, New York: I believe that any infection in the 
throat may have secondary expression in the thyroid. This was brought 
home to me very forcibly by the case of a man with a foreign body in 
the esophagus. I put in the bronchoscope and failed to get the foreign 
body, but found the spot where the body had rested. This man was 
very ill, with a high temperature and pulse, and had a tender enlarged 
thyroid gland. I was positive there was pus in the neck, and opened 
the neck and went down and found no pus. I then opened the thyroid 
gland, and in the center of the gland I found a large abscess which 
was secondary to the condition in the esophagus. 

On another occasion, following the removal of the tonsil, there was 
considerable local infection and the patient developed acute thyroiditis. 
So I believe we may say that any infection in the throat or nose may 
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have secondary manifestations in the thyroid, either simple or suppura- 
tive. 

With regard to the question of bleeding of lingual tonsil, I have found 
benefit from forcibly pulling the tongue forward and holding it in tiat 
position for a time. 


Dr. Max A. Goupstrein, St. Louis: In reference to Waldeyer’s ring. 
I think it has been rather insignificantly looked into, and Sluder’s observa- 
tion about the relationship to systemic infections taking place through 
this small lower lymphoid mass ought to give us much food for thought. 
We are doing a lot of operative work in the faucial tonsil, and our enuclea- 
tions are coming thick and fast. We know that even when the faucial 
tonsil has been thoroughly encapsuled, we do have recurrences of sys- 
temic infections; and it is likely that many of those infections come, 
not through the lingual tonsil, but through the lymphoid masses which 
lie about the pillars. There is some possibility that such observations 
as were presented by the essayist may give us an opportunity to think 
of this radical surgery when the time comes for the pendulum to swing 
the other way. 

Dr. Swain has pointed out on previous occasions that the mass of 
lymphoid tissue is rather dependent for its pathology and inflammation 
more on the intense venous relationship than on the lymphatic. I think 
that variosities are sometimes as frequent in lingual tonsil as are the 
acute and chronic follicular inflammatory reactions, but those are things 
this paper has brought forth, and I believe that the development of this 
particular phase of Waldeyer’s ring will give us a little closer insight 
into the whole pathology of this lymphoid area. 

Dr. GreENFIELD Stuper, St. Louis (closing the discussion): I feel that 
a very substantial addition to the paper has been given by Dr. Swain 
in his explanation of the globus hystericus. I did not know the net- 
work arrangement of the veins beneath the lingual tonsil, and it is not 
recorded in any of the anatomies I know of. 

Dr. Clark spoke of the enlargement of the lingual tonsil in children 
being rare. That is not my observation. The enlargement of the lingual 
tonsil in children is a very frequent manifestation. 

I have seen the faucial tonsil take on the recurrent inflammatory re- 
action with sore throat after faucial enucleation. 

That the chest must be investigated in cases of cough seems to me 
to be self-evident. 


Some Points in the Surgical Treatment of Goiter. By J. E. MACKENTY, 
M. D., New York. 

The writer emphasizes the need of laryngologists, and especially the 
younger men, to take up the surgery of the neck. 

He considers all treatment with rest as a basis as deceptive, and the 
delay engendered pernicious. He does not, however, advocate surgery 
in all cases. In all progressive cases, short of already advanced toxi- 
cosis, some surgical effort should be undertaken, such as boiling water 
injections into the gland, ligation of one or more poles, removal of half 
the gland, with or without ligation of the remaining poles, etc. 
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In well developed and progressive toxic goiter nothing short of the 
ablation of three-fourths to seven-eighths of the gland can be relied 
upon to effect a cure. No operation should be considered until after the 
patient has been under observation in bed for a length of time, and has 
undergone a careful general examination. 


Clinic calorimetry is now used to differentiate the active periods of the 
disease and to accurately determine the degree of benefit from any sur- 
gical or medical treatment. Early operation is most important. Local 
anesthesia should be rarely used, and never for any extensive operation. 
Deep anesthesia is not requisite. Rapidity of technic must be combined 
with gentleness of manipulation or it is valueless. 

By complete operation is meant removal of from one-half to seven- 
eighths of the gland. In operating the four important things to be con- 
sidered are: The parathyroids, recurrent laryngeal nerves, hemorrhage, 
and the amount of gland tissue to be removed. 

These are considered in detail. Free drainage with a liberal opening 
is important, and permits continuous saline irrigation through the 
tubes, which is often exceedingly valuable. 

Thyroidemia may be avoided by attention to the following points: 
Careful preliminary treatment, rest, overfeeding, etc.; the reduction of 
a minimum of fear on the part of the patient, light anesthesia, non- 
traumatic surgery, the judicious selection of the proper operation and 
correct time of operation; alkalies and water before operation, etc. 

The following types of hyperthyroidism are bad risks: 

1. Where the disease is progressive in spite of rest. 

2. Cases showing no remissions. 

3. Appearance of psychosis. 

4. Very active symptoms in cases with small glands. 

5. Marked exophthalmus. 


No case should, however, be refused some form of surgical help, pro- 
viding it can be establihsed that the disease is not in its terminal stage. 


DISCUSSION. 

Dr. Joun F. Barnuirr, Indianapolis: It would be a fatal mistake to 
attempt any sort of operative procedure in a case in which the heart 
is so dilated or hypertrophied as not to be able to withstand the opera- 
tion. The mortality from simple cases ought to be pretty nearly one 
hundred per cent. 


I know of no other operation in surgery, except brain surgery, where 
a competent anesthesia is more useful than in this operation. 

Every precaution must be taken to preserve the parathyroids, and this 
is best done by leaving a portion of the capsule posteriorly. The capsule 
in this operation I believe is the anatomic structure which must be 
borne in mind more than anything else, and if one loses his capsule and 
works outside the glandular capsule, he is lost for the whole operation, 
and he cannot, therefore, be certain as to whether he will injure the 
nerve or remove one or more parathyroids. Hence, his procedure must 
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keep the surgical and glandular capsule in mind ‘all the time, and if he 
works between them it is almost impossible either to injure the recur- 
rent laryngeal nerve or to take away the parathyroid glands. 

The patient is already, in toxic cases, badly run down, and, therefore, 
clean and bloodiess surgery here is the thing. Shock does not occur 
often if you do not lose much blood. 

The amount of a gland to be removed is an important question, re- 
quires the greatest knowledge, and it is here, I think, that consultation 
is often necessary. To remove three-quarters or seven-eighths of a gland 
that does not need that much taken away is a mistake. To leave it if 
seriously diseased is equally a mistake. 

There are often other glands involved along with this gland, and if 
that fact is not ascertained before operation and operation undertaken, 
the operator will almost certainly have a death, because to remove a 
toxic thyroid does not in such instances cure the case. 


The giand must not be handled roughly or pulled up unnecessarily with 
heavy instruments by the operator or those helping him. It must be 
handled gently, because if there is toxemia there may because of rude 
handling of the gland be unnecessary toxicity after operation. 


Dr. THomas Husearp, Toledo: I see many of these cases before and 
after operations with reference to voice interference and difficulty in 
respiration. Fortunately, most of the cases in which there is an impair- 
ment of the vocal action, usually unilateral, improve within a reasonable 
time after operation. In others a supplemental action takes place in the 
opposite vocal cord, ultimately producing good voice, but with permanent 
impairment of movement of the cord on one side. 

Dr. HArmMon SmitrH, New York City: I have tried to ascertain in how 
many cases the nerve was involved previous to or during the course of 
the’ operative procedure. I have reached no decision which enables me 
to make any statement relative to the positive number, but a great many 
were involved previous to the operation. There was a paresis and not a 
paralysis. I expect to make some renorts relative to it in due course 
of time. 

Dr. Joun E. Mackenty, New York (closing the discussion): The rea- 
son for two tubes is that when you take out more than half the gland 
you have the trachea dividing the field. If you wish to secure complete 
drainage, you must put a tube on either side of this tube. 

I believe the involvement of the laryngeal nerve interferes to some 
extent with the finer quality of the voice 
speaking. 


as for singing or public 


I have injured the nerve on one side and had impairment of the voice 
for a fair length of time, which was always recovered from, so far as 
speaking was concerned. 

The Mayos report considerable percentage of nerve involvement before 
operation. I have examined cases pretty carefully, and have not been 
able to corroborate this. In a few cases there seems to be some lack of 
proper tone or movement of the cord, but not to the extent the Mayos 
report in their examination of cases before operation. 
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DISCUSSION ON* REPORT OF COUNCIL OF NATIONAL DEFENSE. 

Dr. CHAartEs W. RicHarpsox, Washington: We, as citizens of the 
United States, have benefitted to an unusual extent from our citizenship 
in this country, more so than citizenship in any other country as indi- 
viduals. We have profited by this; our success has been great, our com- 
forts have been manifold, and it is no more than right that we should 
assume the duties and obligations of citizenship, and offer our services 
fully to our country, and encourage all those with whom we come in 
contact with this spirit of enthusiasm. We must stand, gentlemen, for 
our country, for democracy, and for the suspension of this horrible war, 
as soon as we can; and by giving aid and comfort and doing our utmost 
by enlisting ourselves and causing others to enlist, we can bring this 
about. 

Dr. Harris F. Mosuer, Boston: What the government asks of us today 
is a wholesale coming into their ranks without any reservation whatever. 
They say they can make no promises. On the side they intimate that 
perhaps, probably even, the special man will be used for special work, 
but no promises are given, so that you have to make up your minds 
whether you will go on with the feeling of a slacker and wait until you 
are asked to do special work, or go in today and run your chances of 
being put to work with which you are unfamiliar. The only way out 
of that is to stay in this uncomfortable position until some action is 
taken toward the forming of a special base hospital. When you read 
the report, if you do, you will find that was recommended. If you talk 
with the men from Washington you will find they feel that will come. 
Major Lister said that will probably come, if Pershing carries over the 
amount of men he is supposed to carry over, within the next six months. 
Until that time I am unhappy, and I feel very many of you are unhappy. 
[ do not know what to do. It is a much easier thing to go in and a 
much harder thing to stand out. I for one am going to stand out until 
the time comes to go in and do the work I think I am more able to do. 

Dr. Ropert C. Mytes, New York City: I have had some very peculiar 
experiences lately at the New York Polyclinic where we have three hun- 
dred specialists, and a lot of them have joined this corps, and I wish 
you could see some of the work they are doing. It is so far removed 
from their specialty that they know nothing about it. It is simply 
ridiculous. I do not know what I could do if I was sent down to the 
Mexican border to treat dysentery. According to what we hear, that 
will all be corrected later. There ought to be some action or activity, 
some committee formed or appointed with a medical office to plan 
some law to relieve the situation. The eye and ear aré two of the most 
important organs in war. 

Dr. JosepH H. Bryan, Washington: This is a very important matter 
for us as citizens and as specialists, but we must remember that we are 
at a very grave crisis, and every man, young and old, every woman and 
every child, has got to come forward and do something. This is no 
child’s play. This war, according to the best thinkers and the best ob- 
servers, is not going to be over this fall, this winter, or even next, and 
every resource of this country has got to be utilized. I have gone into 
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the Officers’ Reserve Corps, having served some years ago in another 
branch of the service. Of course, it is a vefy hard thing to do, to go 
in and abandon the care and responsibility I have, but nevertheless I 
feel that having served once it is my duty to go there again. I have 
gone in voluntarily and am willing to accept any position. I have ac- 
cepted a subordinate rank; I can serve as Captain just as well as Major, 
and am perfectly willing to do that, but we are all in bounden duty to 
do something to help out in this crisis. On the other hand, I think if the 
matter is brought very forcibly to the attention of the Surgeon General 
of the United States Army by these various societies, representing that 
men of experience, men who have developed these specialties of the eye, 
ear, nose and throat, are best fitted to work in the base hospitals or 
some hospital devoted to the treatment of diseases resulting from in- 
juries, and that they can best serve their government if their services 
are utilized along these lines. I am sure the Surgeon General will treat 
you courteously and possibly do something along those lines. Of course, 
you must remember that the war department has been working on a 
basis of a hundred thousand men, and has to work now on a basis of 
over two million men, and have not got the system or force to combat 
these difficulties. They are swamped with work at present. But if we 
will take the stand and assert that our services are best utilized along 
the lines on which we have been working, I believe some impression will 
be made upon them. In the meantime we can all go in and serve our 
country, to the best of our ability. 


Dr. Burt R. Snurty, Detroit: It will undoubtedly be necessary to 
establish a number of base hospitals of the eye, ear, nose and throat. 
We have one by way of example in the British army now located at 
Folkestone, which has done very wonderful service for the British army. 
If we could have a base hospital on the foreign service, and one in this 
country, or more as will be necessary, and organize the eye, ear, nose 
and throat hospitals of the various large cities as they are already or- 
ganized, and have a definite method of referring all cases from these 
five hundred bed base hospitals or the general hospitals to the special 
hospitals, we would undoubtedly be able to organize and establish a 
splendid service for the army of the United States at home and abroad. 

It seems to me that this wonderful scientific usefulness simply requires 
organization and authority. Without the authority of the Surgeon Gen- 
eral’s office we can do nothing whatever, because there must be a definite 
plan of work, and the organization must be a definite one, and follow 
along a very definite plan, which has been worked out with very great 
detail by the Surgeon General’s office. 

Undoubtedly, the organization and equipment of an eye, ear, nose and 
throat hospital would require special organization and equipment. These 
are things, which have never been done before in this country. There- 
fore, it does seem to me the time has come when a committee from 
these various societies should organize and send out at least two base 
hospitals. There could be forty-eight highly trained efficient specialists 
to care for certain cases sent from the various base hospitals which the 
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ordinary eye, ear, nose and throat man on the staff of this hospital would 
not be able to properly care for. 

Dr. Josepu H. Bryan, Washington: I would like to emphasize one 
fact. In case this committee is appointed, and I hope it will be, the 
matter can be brought directly to the attention of the Surgeon General, 
and the fact emphasized that the men who are highly trained in the 
various specialties will be wasted if they are sent on the ordinary staffs, 
and the point made that now there is actually a very great waste of 
good material to be sent on duty of that kind when the younger men 
ean be utilized for that purpose, and that we as highly trained specialists 
should be called upon to do the work as outlined by Dr. Shurly. 

Dr. CHartes F. Ricnarpson, Washington: If we appoint this com- 
mittee, which I hope will be done, I am sure the Surgeon General and 
assistants, both of the army and navy, will listen to that committee and 
will do all that that committee wishes—that is, within reason. 

Every man knows what his duty is to himself, to his family, and to 
his country, but there is one fact that stands paramount. The example 
of the class of men that represents this society to the younger medical 
men throughout the country is a great one, and should not be lost sight 
of. If you can go about among the younger medical men and say, “I 
am already in the service,” that young man is going to think, and he 
is more apt to offer himself to the service of his country if he knows 
that we have already offered ourselves freely to our government, to be 
used as the government ‘sees fit. And I hope that the men of this society 
will offer themselves freely for the service of their country to be used 
as the army authorities may see best and fit to make use of them. 

Dr. D. Bryson Detavan, New York City: I represent that type which 
does not know just what to do. I do not know what my place is. For 
a year and a half | struggled to establish a hospital in Paris for the 
repair of injuries of the head and face. At the end of the first year 
sixty thousand men were needing repair in that department alone, simply 
from France and Belgium. I am chairman of the Executive Committee 
of the American Red Cross Hospital in Paris, managed by Dr. Blake. 
The nearest member of my family last week got an ambulance unit that 
is on its way to the front, and each week a certain number of us go 
to the Naval Recruiting Station and examine ears and throats. In other 
words, not knowing what to do, like all the rest, we are willing to take 
the first thing that comes to hand and do the best we can. Dr. Shurly 
has touched the keynote when he said that organization is needed. 

Dr. Max A. Gotpstetrn, St. Louis: Without much circumlocution I 
would suggest that there be a propaganda of education to put us all] in 
a position to study the question as carefully as we know how. This 
might be developed by the committee already urged. Personally, at the 
present time, I should like to place at your service for this organization 
and its committee, the Laryngoscope and its editor, for any publicity 
work you require whenever and as often as you require it, and to place 
at your disposal furthermore the mailing list of the office of the Laryn- 
goscope, which includes the names of three thousand men of this country. 
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Fina! Conclusions Regarding Amputation of the Epiglottis for Tuber- 
culosis. By Lorenzo B. Lockarp, M. D., Denver. 

Amputation of the epiglottis is as safe a procedure as tonsillectomy. 
In over four hundred cases, in the majority of whom vitality was reduced 
to the lowest ebb, not a single direct fatality resulted. 

The objection most frequently advanced is that no operative procedures 
are justified unless the lesion is so circumscribed as to be capable of 
complete excision. 

[It must be borne in mind that in nine cases out of ten the sole object 
is palliation, and usually in patients upon whom all other methods of 
treatment have failed. 

Even when a cure is considered possible, removal of all involved tissue 
is not invariably essential to success. It has been demonstrated re- 
peatedly that when an epiglottis is universally infiltrated, and only the 
upper half or two-thirds is removed, the stump rapidly recedes to normal. 
It is rare that the disease recurs in the stump. 

Healing of the stump is usually rapid and complete, regardless of 
the extent or rapidity of progress in the complicating pulmonary and 
laryngeal lesions, hence the question of advisability of operating in this 
ynanner hinges upon two questions: in incurable cases what amount of 
relief may be anticipated, and in cases otherwise hopeful, what influence 
will the operation have upon the accompanying laryngeal lesions? 

A number of patients are living upon whom the operation was per- 
formed from ten to twelve years ago, as a palliative procedure, and in 
whom the resultant unexpected improvement in lungs and larynx was so 
complete that eventual arrest ensued. 

The improvement in accompanying lesions can be ascribed in large 
part to the same influence that occasions pulmonary betterment: the 
removal of pain, increase in nourishment taken, improved sleep, and 
lessened cough. 

Another important factor is the increased accessibility of the larynx 
to treatment. After the epiglottis is removed it is often easy to destroy 
by galvanocauterization lesions that were previously completely hidden. 
It is a fact that a surprising subsidence in these accompanying processes 
is frequently observed. 

The chief indication for amputation, however, is and must remain, the 
relief of pain, without thought to the eventual cure of either laryngeal 
or pulmonary diseases. 

The one great contraindication, in the author’s experience, is that 
form of epiglottic involvement, either infiltrative or ulcerative, in which 
the process is beginning to involve the base of the tongue or the pharyn- 
goepiglottic folds. 

The entire lateral walls and base of the tongue may and usually do 
break down within a few weeks after the very first signs of disease be- 
come manifest. In these cases only is amputation absolutely contrain- 
dicated. In all others, if pain exists and is uncontrollable by other 
treatment, excision is advisable. No bad effect upon the general health 
has been observed. Complete anesthesia can be obtained, and the opera- 
tion itself need not, in the average case, require more than a half minute. 
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Ozena and Asphyxiating Gas. By Manrcer Natier, M. D., Paris, France. 

The writer finds a melancholy pleasure in presenting the lamentable 
history of a young soldier, in that he feels that the recital of his case 
goes to prove conclusively that ozena is but a local manifestation of a 
constitutional condition, a fact which Natier had repeatedly maintained 
in previous communications. 


In October, 1915, a soldier, twenty-four years of age, who had always 
been in perfect health, no hereditary or venereal affection, received five 
bullet wounds and was rendered unconscious by a bomb of asphyxiating 
gas. His mask had dried up and was valueless. He recovered conscious 
ness only to fall into repeated syncope. He was carried to the rear, 
transferred to Vitry le Francois, where he had to remain three weeks 
because of his febrile condition. He suffered most excruciating pains 
from his nose to the bifurcation of his bronchi, and received special care. 
Five weeks after the accident he was removed to Paris, to a base hos- 
pital, where he remained six months. During all this time he could not 
swallow except with most excruciating pains. He then was admitted, 
March 18, 1916, to the Salpetriere, where his extreme muscular weakness, 
respiratory troubles, ozena and vomiting were noted. On October 25th 
the writer first saw him and noted remarkable collapse of both alae, 
ozena active, marked anemia. The collapse of the alae caused insomnia 
and mouth breathing, with pain. To relieve this the patient put pieces 
of a match in each nostril on going to sleep. The ozena was noticed 
three or four months after the accident for the first time. Irrigations 
with warm salt water, while causing pain, was followed by amelioration. 


As the patient was always well until his injuries, the writer feels jus- 
tified in tracing the causal factor of his ozena to the asphyxiating gas 
and the subsequent functional disorders. 


Ordinarily ozena is considered inseparable from old and far advanced 
atrophic rhinitis traceable back to the first years of life, the atrophy 
slowly developing. 


In this soldier the determining cause was at the time sudden and vio- 
lent, the effect cruel and deplorable. That the unfortunate man did not 
succumb immediately or in the general delay at the arrival of succor is 
marvelous. The poor fellow was fortunate in that he did not develop 
tuberculosis, as thousands of others do. The patient recovered. 


The writer says, in his opinion ozena is not a true mobid entity, 
idiopathic or real, but a unique and always a symptomatic expression 
of a profound localized disturbance of the general health. Once again it 
is verified, and supports the assertion that ozena is but a consequence, 
distant more often, but also under color of exceptional events of the 
physiologic calamity. The cause of the latter is of less importance. Its 
intensity merits consideration. 


We are compelled to discard, as he has always done in his studies of 
the subject, the various theories more or less fantastic, and in partic- 
ular the microbic theory, invoked to explain the production of ozena. 
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(1) Sarcoma of the Nasal Septum; (2) Laryngoepiglottidean Cyst. By 
Max A. GorpsTeIn, M. D., St. Louis. 

Male, aged fifty-six years. Eighteen months ago began to be troubled 
with occasional obstruction of left side of nose, continuing about a 
month, followed by relief and then recurrence. No history of epistaxis. 
Latterly two or three nosebleeds, not very profuse. No headache or pain 
of any kind. Loss of fifteen pounds in weight in six months. 

Nasal Examination.—Mass on septum obstructing left side. Right sur- 
face of septum infiltrated and thickened, causing some obstruction on that 
side. Nasopharynx negative. Throat negative. No evidence of involve- 
ment of the accessory sinuses. 

Operation.—September 26, 1916, mass, together with the entire septum, 
being extirpated. Recurrence after one month. Histologic examination 
of mass showed round cell sarcoma. 

A CASE OF LARYNGOEPIGLOTTIDEAN CYST. 

Boy, twelve years old, came under observation September 27, 1915. Had 
been hoarse since he was one month old. This hoarseness had been 
ascribed by family physician to a “cold.” No laryngologic examination 
had at any time been made. The condition seemed to remain quiescent 
all these years until shortly before the boy was brought to the writer for 
examination, at which time he had become very dyspneic. The dyspnea 
was quite marked; patient anemic and frail, not cyanotic, and unable 
to speak above a whisper. There had not been much difficulty in swal- 
lowing. No regurgitation of food. Laryngeal examination showed a mass 
the size of a walnut on the left side, involving the laryngoepiglottidean 
region. There was no fever. Mass was yielding to touch and could 
easily be palpated with the finger. Mass incised, the contents consisting 
of. clear, yellow, sticky fluid. Subsequent examination of vocal cords, 
examination of which was heretofore impossible because of obstruction 
of view by the mass, was negative. Boy regained the use of his voice, 
though through habit he would speak in an undertone. No recurrence 
of cyst to date, and boy now speaks in normal voice. 


The following officers were elected for the ensuing year (Fortieth An- 
niversary): Dr. J. Soris Conren, Honorary President; Dr. THomas H. 
Hatstep, President; Dr. Joun E. Ruoapves, First Vice-President; Dr. D. 
Crossy GREENE, Second Vice-President; Dr. HArMon Secretary; 
Dr. J. Payson Crark, Treasurer; Dr. Josepn H. Bryan, Librarian. Coun- 
cil: Dr. THomas Hvpparp, Dr. ALEXANDER MaAcCoy, Dr. Tuomas R. 
Frencu, and Dr. Josepu L. Goopare. 
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Meeting of October 2, 1917. 
Herman B. Couen, Reporter. 
PROGRAM, 


Etiology and Specific Treatment of Hay Fever. Dn. A. Parker HircHens. 

Dr. Hitchens emphasized the importance of a diagnosis, obtained by 
(1) a thorough rhinoscopic examination to exclude any abnormality; (2) 
a specific diagnosis, dependent upon the season of the year, spring and 
summer producing the pollens of common grasses, fall the pollen of rag- 
weed. The author suggested a button, containing a cover-glass coated 
with a glycerine mixture, by which means the particular pollen inhaled 
may be identified; (3) skin tests made similar to vaccines, using a tablet 
triturate of pollen. At the end of an hour and again in 24 hours, the 
reaction is noted as is also the pollen used. Negative tests may show 
an immediate area of redness but which does not increase in size. 

Prophylazis. An initial dose of extract containing 0.0025 mg. nitrogen 
given two or three months before the season; subsequent injections at 
5 to 7 day intervals. Phophylactic injections are not successful in every 
case. 

Treatment in season. Individual consideration is necessary, as the 
period of relief varies. Few persons are relieved for 24 hours only and 
in these cases daily doses are necessary. Normal periods of relief are 
five days. The author then went into the history of hay fever with a view 
of determining the exciting causes. Many causes have been mentioned, 
e. g., external irritant dust, plant emanations, various odors, atmospheric 
conditions, solar heat, constitutional defects of hay fever patients, nervous 
diathesis. Dr. Hitchens enumerated the uric acid theory of 1868; the 
bacterial theory of 1869; the pollen theory of Blackley followed by the 
nasal theory (nasal disease); the three factor theory, a combination of the 
existing opinions, requiring three elements viz: constitutional defect, 
pathological nasal condition and external irritant. The last mentioned 
theory persists to the present day. The work of Dunbar in 1903 was then 
reviewed; his experimental work, corroborating the work of Blackley; his 
work upon the chemistry of the pollen determining the exciting cause or 
special substance causing the symptoms of hay fever. The special sub- 
stance found was an albuminous body or tox-albumen. This latter sub- 
stance Dunbar was able to demonstrate as being thermostable; acid stable. 
Enzymes such ‘as pepsin and trypsin were unable to destroy it. Lastly, it 
is precipitated by complete saturation with ammonium sulphate. The 
toxin-antitoxin theory of Dunbar was soon attacked from the anaphylaxis 
standpoint and it is now agreed that the symptoms of hay fever are merely 
a manifestation of hypersusceptibility of the tissues to the albumen of 
certain pollens. 
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Treatment by pollen vaccine. This treatment has given further evidence 
in favor of the anaphylactic nature of hay fever. Dr. Hitchens went into 
details in the preparation of the vaccine. He claims that 88 per cent. of 
patients treated have reported entirely free from symptoms or are 
markedly benefited. Dr. Hitchens gave the following conclusions: 


1. Hay fever is due to a protein constituent of the pollen of plants. 


2. The hay fever attack is a manifestation of hypersusceptibility to 
this protein and the disease is to be classed among the anaphylactic 
phenomena. 

3. By means of very simple skin tests the exact varieties of pollen to 
which an individual is hypersusceptible may be determined. 


4. It is a well known fact that hypersusceptible animals may be de- 
sensitized by the use of minute doses of the protein to which they are 
susceptible. 

5. In like manner hay fever patients may be desensitized to the 
pollens to which they are hypersusceptible by the subcutaneous injection 
of extracts from these pollens. 


6. By the repeated injection of proper pollen extracts before the sea- 
son a certain percentage of patients may be immunized to hay fever. 


7. At least 80 per cent. of the patients receiving pollen vaccines may 
expect considerable relief or entire freedom from symptoms throughout 
their season. 


A discussion of Dr. Hitchens’ paper was entered into by the following 
men: 


Dr. George W. MacKenzie was unwilling to commit himself to any 
one form of treatment in hay fever. In the last three or four years he 
has been using or injecting a filtrate of the patients nasal secretions. 
He claims to obtain positive results in 90 per cent. of his cases. If a 
pollen is present on the nasal mucous membrane, he states that it will 
be present in the secretion collected for the filtrate. 


Dr. Otis Stickny uses an electro-cautery to desensitize the membrane. 
He thought that the general condition of the patient, particularly the 
gastro-intestinal tract, should be looked after. 


Dr. Lewis, with the use of vaccine, gets relief in 75 per cent. of cases; 
none are absolutely cured. Some relief is obtained with bacterial vac- 
cines. He advocates surgical interference where necessary. In 15 per 
cent. of cases he obtains no relief whatever from the use of vaccine. 


Dr. Stein of Lancaster, in quoting 15 cases in seven years, obtained 
improvement in 8 cases and slight improvement in 7. In the present 
year he has obtained five clinical cures and one failure. 


Dr. Stauffer wished to have an explanation of dog emanations. 
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Dr. Gile emphasized the importance of diagnosing the case of hay 
fever. He stated that some cases of rhinorrhea are often mistaken for 
hay fever. Some cases are due to polypi: therefore, a thorough rhinologic 


examination is necessary. 


Meeting of November 6, 1917. 
SYMPOSIUM OF THE LARYNX. 


Anatomy of the Larynx. Dr. Roperr F. Rippatu, 

Dr. Ridpath emphasized the following points: The larynx should be 
considered the root of a tree; the bronchi and their branches, the branches 
of a tree. In this manner the study of this portion of the respitory 
organs becomes simplified. 

Secondly, the incompleteness of the tracheal cartilages permit the rings 
to come together in the act of respiration. The cricoid (signet) ring 
being the only complete ring of cartilage of the larynx. Concerning 
the thyroid cartilage; up to the age of puberty it remains practically the 
same siz. It acts as a shield to the vocal bands. Particular emphasis 
was laid upon the motion of the arytenoids in their articulation with 
the cricoid. The motion as carried out by these cartilages is three- 
fold, viz. downward, forward and inward, resulting in the approximation 
of the vocal bands. The reverse motion produces relaxation or the 
opening of the vocal bands. This latter motion of upward, backward 
and outward is produced by the posterior crico-arytenoid. The epiglottis 
and glottic region were clearly described. 

Emphasis was laid upon the difference in production of tone and 
pitch of the voice, the latter being produced by the tightening of the 
thyro-cricoid ligament simulating the ‘tightening of the strings of the 
violin. Tone is dependent upon the individual anatomy and is aided by 
other methods. 


The speaker concluded with the description of the sinuses pyriformi 
and the aryepiglottic folds. It is these latter folds that overlap or cover 
the orifice to protect the larynx from foreign bodies and not the 
epiglottis. 


Physiology of the Larynx. Dr. Herman B. Conen. 

Dr. Cohen emphasized the knowledge of the cartilage articulations in 
order to understand the workings of the larynx, the two main articula- 
tions being the crico-arytenoid and the crico-thyroid. It was the cricoid 
that is the movable cartilage and not the. thyroid. The sole opener of 
the larynx is the posterior crico-arytenoid and the closers of the larynx 
are the lateral crico-arytenoid, the thyro-arytenoid, the vocales and the 
single muscle, the transverse arytenoid. The tensors of the cords are the 
two crico-thyroids, which bring the cricoid to the thyroid. In discussing 
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“the muscles of phonation in comparison to the muscles of respiration 
with particular reference to the importance of these two groups of 
muscles, the former was conceded as being subordinate to the latter. 
The fact was brought out, that it was the posterior crico-arytenoid that 
was so commonly affected in unilateral paralysis of the larynx. The 
large source of nerve supply with especial reference to the recurrent 
laryngeal nerve was then given in detail. The epiglottis, as was mentioned 
earlier, is not essential for the protection of the laryngeal orifice from 
foreign bodies but does assist in the modification of the voice. 


Pathology of the Larynx. Dr. Natnan P. STAvrrer. 

The speaker mentioned as the most common diseases in the ordr of 
frequency the following: Tuberculosis, diphtheria,papilloma, carcinoma; 
edemas; foreign body, lues, typhoid or post-typhoid paralysis. Describing 
each in detail he emphasized the ulceration of tuberculosis as conglomer- 
ate. He warned the physicians that where there was sudden hoarseness in 
typhoid fever to be prepared with a tracheotomy set. Dr. Stauffer con- 
cluded with quoting a few cases as presenting possible effects of in- 
fantile paralysis. 

PRESENTATION OF PATIENTS. 
. Dr. Fielding O. Lewis presented a case of laryngostomy on a young 
man for stenosis following the swallowing of Sloan’s liniment. 

A second case of laryngostomy performed upon a boy, 19 years of 
age, the boy having received a severe injury by falling on a stage, and 
striking his larynx. This patient had a web across the cords with a 
small opening in the web. 

A third patient, luetic, 32 years of age. Stenosis of the larynx. He 

_also had a tracheotomy performed. 

Dr. Edgar J. Stein presented a patient with total laryngectomy for 
dyspnea, aphonia and pain due to carcinoma. Preliminary tracheotomy 
was performed. Operation performed five years ago and at the present 
time the patient is comfortable and is able to take care of himself. 

Dr. Robert F. Ridpath presented a man complaining of hoarseness due 
to papilloma on a vocal cord, its attachment being by a pedicle, causing 
the small tumor to disappear and hide beneath the cord. 

Dr. Rowand read a report on a case of acute emphysematous swelling 
on the anterior aspect of the larynx. 


Patient, female, 32; sudden coughing spell; temporary closure of the 
glottis followed immediately by complete relief. Few days later she com- 
plained of a lump in the throat and a constant tickling and desire to 
cough. Examination revealed a round swelling on the anterior aspect 
of the thyroid cartilage near the cricoid articulation. Pressure caused 
severe coughing and discomfort and slight crepitus was elicited. Dur- 
ing the next six or seven weeks the patient used iodine ointment and 
gentle massage. About two months later the condition disappeared as 
suddenly as it came on. There has been no recurrence. Dr. Rowland 
diagnosed the case as an emphysematous cyst based upon the following 
‘facts: Slight crepitus, transient duration, its onset during a coughing 
spell, and its sudden disappearance. 


| 

| 

| 
| 
| 
| 


ee 


The 7 
The F 
d 
Bilate 
Prim: 


i 
Hemi 
i 
N 
A I 
n it 
The Ff 
R 
impor 
Hay F 
y 
N 
ew | 


ADVERTISEMENTS, 1 


| Dr. Henry Horn and Dr. Ernst A. Victors 


request 


MATERIAL 


for the bacteriologic study of 


FETID OZENA 


Kindly communicate with DR. ERNST A. VICTORS, 133 GEARY ST., 
SAN FRANCISCO, for information concerning transmission of specimens. 
No obligation involved. 


Polyvalent Vaccines supplied at production cost. 


ORIGINAL COMMUNICATIONS. 


The Treatment of Frontal Sinus Suppuration. Dr. E. A. Lorurop, Boston... 1 
The Relation of Obstruction of the Eustachian Tube to Local and Systemic Con- 
ditions and to Prognosis Regarding Restoration of Hearing. Dr. C. E. Ine, 
Bilateral Polypoid Hemangioma of Nasal Septum. Dr. J.G.Cattison, New York 33 
Primary Epithelioma of the Frontal Sinus. Report of Two Cases. Dr. D.S. 
Hemiplegia Following Tonsillectomy. Dr. G. F. Gracey, Plainfield, N. Jou. 40 
A Case of Septicemia with Polyarthritis and Pulmonary Infarct Following Ton- 
sillectomy. Dr. W. A. Scruton, New York 


The Diagnosis of Serous Labyrinthitis. Dr. H. B. Granam, San Francisco... 46 
Dr. 1. STANLEY, San Quentin, Cale. 
An Improved Aural Curette. Dr. J. A. HaGemann, Pittsburgh. 52 
The Responsibility and Non-Success in Naso-Pharyngeal Surgery. Dr. J. E. 


SELECTED ABSTRACTS. 


| Importance of Bacillus Carriers in the Propagation of Diphtheria. G.F.RuEpIGER 36 
Hay Fever; Its Cause and Prevention. SCHEPPEGRELD 39 


SOCIETY PROCEEDINGS. 
New York Academy of Medicine—Section on Laryngology and Rhinology 


2 


ADVERTISEMENTS, 


Pneumonia, Pleurisy, Bronchitis, Quinsy, Laryngitis, Etc. 
increase with the coming of Winter, and suggest, to 
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FORMULA DR. JOHN P. GRAY 
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nasal secretion. ; 
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in the Manufacture of Standardized and Physiologically 
Tested Pharmaceutical and Biological Products 
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BENZOINOL 


Serial No. 1303. 
Guaranteed under the Food and Drugs Act, June 30, 1906. 


BENZOINOL has now been on the market since 1889 and has received 
the endorsement of Prominent Specialists and the Medical Profession generally 
wherever it has been introduced, proving conclusively that our statements made 
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for internal medication, or where an absolutely non-irritant application is desired. 

The great superiority of Benzoinol as a remedial agent in morbid con- 
ditions of the throat and nose over aqueous solutions is that it is not irritat- 
ing, does not produce a feeling of cold in the head or tickling in the nose as 
does even pure water, and as this feeling is always accompanied by an in- 
creased flow of the secretions of the parts the aqueous remedy is rapidly 
washed away, especially from the upper passages, and therefore but little 
benefit is derived from its use As Benzoinol does not irritate or produce 
any unpleasant feeling, the action or the secretory glands is not increased, 
thus allowing the remedy to have prolonged contact with the parts when 
medication is desired. 
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THE 
LARYNGOSCOPE 


An International Monthly Journal 
Devoted Exclusively to Diseases of the 


EAR—NOSE—THROAT 


Subscription Price, $5.00 per Annum, in Advance. 


No progressive worker in the specialty of diseases of the Ear, Nose and Throat can 
afford to be without this monthly bulletin and record of everything 
of interest in the oto-laryngologic world. 

In addition to important original communications, society proceedings and abstracts each 
month, Zhe Laryngoscope publishes annually a complete Index Medicus of the 
literature of Otology, Rhinology and Laryngology with abstracts 
of the most valuable articles in these specialties. 


Make subscription remittance payable to 


THE LARYNGOSCOPE CoO., ST. LOUIS, MO. 
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School of Ophthalmology and Otology—For Graduates of Medicine. 


Clinics daily by the Surgical Staff of the Infirmary. Special courses in Ophthalmoscopy, Refraction, 
Operative Surgery of the Eye and Ear, Pathology and External Diseases of the Eye. 

The abundant clinical material at this well-known institution affords students an unusual opportunity 
for obtaining a practical knowledge of these special subjects. Two vacancies in the House Staff occur 
in March, July and November of each year. For particulars address the Secretary, 


DR. GEORGE S. DIXON New York Eye and Ear Infirmary. 


DEFECTS IN SPEECH 


THE CENTRAL INSTITUTE FOR THE DEAF 


has added to its Faculty a specially trained and experienced Instructor for the Correc- 
tion vf Defects in Speech. 
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other Imperfections of Speech. For particulars address, 


ETHEL M. HILLIARD, Ph. B., Principal, 
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Stanolind 
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ADMINISTRATION 
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Chronic Gastritis 


N cases of diabetes, the systematic use of 
Stanolind Liquid Paraffin, acting as a gentle 
laxative, is an effective means of combet- 

ing the intestinal putrefaction and auto-intoxi- 
cation which are constant accompaniments of 
diabetes in its grave forms, and may be one 
of the most potent factors in its causation. 


- Stanolind Liquid Paraffin has no effect upon 
gastric secretion; does not inhibit the produc- 
tion of hydrochloric acid by the stomach. 
Hence it is indicated where a 
condition of constipation co-exists 
with chronic gastritis. 


Stanolind Liquid Paraffin is not 
acted on by any of the digestive 
juices and is not absorbed. It acts 
by adding to the bulk of food in 
the large intestine; by lubricating 
the food canal, and by hindering 
the excessive absorption of water. 
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MANHATTAN 


and October. Special courses in 


SECRETARY, 


For particulars address 


210 East 64th Street, 


Eye, Ear and Throat Hospital 


SCHOOL OF 
Post-Graduate Instruction 


Individual and Graded Instruction in Eye, Ear and Throat Departments. 
The year is divided into four sessions beginning early in January, April, July 


REFRACTION, OPERATIVE SURGERY IN EYE, EAR, NOSE AND 
THROAT; BRONCHOSCOPY, PATHOLOGY AND X-RAY. 


NEW YORK CITY. 


Do Business by Mail 
It’s profitable, with accurate lists of prospects. 
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ANTISEPTIC ano GERMICIDE 


Based on scientific formula. Recom- 
mended in Rhinitis, Pharyngitis, Laryn- 
gitis, Bronchitis and to prevent Compli- 
cations of the Respiratory Tract in 
Hay Fever, Measles, Scarlet Fever, 


Grippe, Ete. CO. 


269 MADISON AVENUE NEW YORK CITY 


“Ophthalmology” 


Essays, Abstracts and Reviews 

The International Quarterly Eye Journal, 
owned, edited and published by and for the pro- 
fession. Each issue contains 200 pages of orig- 
inal matter and properly drawn up abstracts of 
recent Domestic and Foreign Ophthalmic Liter- 
ature. 

Subscription Price, Domestic......$5.00 

Canada and $5.50 


per annum in advance. 


71-714 Cobb Building Seattle, U. S.A. 


SAL HEPATICA 


AN EFFERVESCING 
SALINE COMBINATION 


LAXATIVE AND 
ELIMINANT 


BRISTOL-MYERS CO. 
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PINEOLEUM FORMULA This Nebulizer to 


05 
R Physicians with our com- 
Oleum Eucalyptus Globulus.......... 0.520 grm. pliments.“@3a 


Oleum Zeylanicum Cinnamonum.0.208 grm. 
Oleum Dacrydium Cupressium....1.041 grm: 
Aromatice as. 
Liquid Petrolatum (dble. refined) 100c.c, 


We will forward to any Phys- 
ician sending us this “‘ad,” an im- 
proved Oil Nebulizer and a bottle 
of Pineoleum (regular $1.00 pack- 


age) free of all charge, if a compli- PINEOLEUM given internally in teaspoon- 

mentary package has not been for- ~~ ee = 7 three or a. times a day, 
n e co e ucou - 

warded within a year. Pineoleum lg will cut short oh aunts. cold in the 

‘sascientific preparation for ca. head from ¥% to % its usual run, 

tarrhal conditions of mucous mem- 

brane. 


PINEOLEUM is the best alkaline antiseptic oil preparation be- 
fore the profession for use after intra-nasal operations, whether 
with knife, scissors or cautery, because it is 


ANODYNE Sterile Gauze Satu- 
ANTISEPTIC rated with Pineoleum 
: DEODORIZING and makes an Ideal Wet 
Original 4-oz. Bottle. EMOLLIENT Surgical Dressing. 


British Agents a 
The American Drug Supply Company The Pineoleum Co. La TED 


NASAL OINTMENTS 
Or 


“M. E. S. CO.”” BRAND. 
As only about 35% of Nasal conditions are purely Surgical, the other 65% are sub- 
ject to treatment. There has been a decided tendency to drop the Spray and Douche in 
favor of Medicines in Ointment Form. In this way medicaments are held in contact 


with the Nasal Mucosa insuring far superior results. 
Write for Semplete List 


Manhattan Eye Salve Co., Incorporated. 


Louisville, Ky. 


AFFORDS PROMPT RELIEF IN ALL CATARRHAL 
L DISEASES REACHED BY LOCAL APPLICATION. 


PHARYNGITIS, LARYNGITIS, HAY FEVER, ACUTE 
COUS MEMBRANE PARTS OF THE BODY. 
FoR NASAL CATARRH Laryngologists find SABALOL SPRAY invaluable in the treat- 


-—Prfe ment of the throats of actors, singers and speakers. 
AS. > a IF UNACQUAINTED SEND FOR SAMPLE 
 T.C. MORGAN & CO., 102 John St., New York 

Artificial 35 years specialization FOR SALE.—Ear, Nose and Throat 


in this field enables us Instruments. Very reasonable. Sell 
Ears and hag ong ty ree part or whole. List on application. 
Noses anywhere: Mrs. Edwin Pyachon, 4156 Prairie Ave., 


|G. J. DeGarmo Co., 35 West 42d St, New York City Chicago, Ill. 
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LOGICALLY TREATED WITH 


Hay Fever sherman’s Bacterins 


Pollen irritation favors the development of pyogenic bacteria in the 
respiratory tract which then become a primary factor of the disease. 
Experience shows that the immunizing influence of an appropriate 
bacterin will either cure the disease or so modify it that it causes but 
little distress. 


WRITE FOR LITERATURE. 


G. H. SHERMAN, M. D., Detroit, Michigan. 


CAMPHO-PHENIQUE- 


THE IDEAL EMERGENCY BURN DRESSING 
USE IN ALL BURNS AS INDICATED BELOW. 

SEVERE BURNS: In severe burns where medical attention is neces- 
sary, the physician will find that CAMPHO-PHENIQUE fully meets the 
requirements. Its anesthetic properties relieve the pain almost instantly. 
Healing is quick and sure in all cases. To get the best results, use 
CAMPHO-PHENIQUE one part and olive or sweet oil three parts, apply- 
ing same to the wound as often as necessary with absorbent cotton and 
the usual bandages. 

In mild cases it can be used pure. Best results will follow when 
reduced with olive oil. 


WRITE FOR LITERATURE AND SAMPLES 
CAMPHO-PHENIQUE CO.. ST. LOUIS, MO., U. S. A. 


BETTER RESULTS IN RHINITIS, 
CORYZA and other nasal affections | | 


are insured by the use of : 


V-E=-M and its Applicator | 


the former consisting of Menthol and Eucalyptol (Sander’s) in a : 
White Vaseline base, and the latter a slick little instrument that | 
shoots the ointment up into the meatus, beyond the hair, where || 
it proves most beneficial. It delivers the same amount of 
ointment every time. For applying ointment in the 
nose in post-operative conditions, for lubrication or 
medication, this “V-E-M Shooter” is immeasurably 
superior to the crude finger method. 
A full-size tube of V-E-M and 
the Applicator will be sent to 
any physician on receipt of his 
card, with 10 cents to cover 
mailing. 
Regular retail price, 50 cents. 


Schoonmaker Laboratories, Inc. 


70 East 42nd Street 
NEW YORK 


Kindly mention The Laryngoscope when communicating with advertisers. 
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SORENSEN TANKLESS 
AIR COMPRESSORS 


“The Product of Experience” 


"AIR COMPRESSORS 
Represents Quality of Highest Standard, 


The Sorensen Hospital Aspirator 
Outfit No. 30 


This apparatus is built similar to our pressure pumps, but made for 
suction exclusively. It has been used successfully in many large hospitals 
and is well adapted for heavy work. The vacuum may be regulated to 
the exact amount of suction required. This, when connected to a large 
wash-bottle, is the ideal Hospital Aspirator. 


Dimensions: 20 inches high by 10 inches square base. Net weight 
55 lbs., shipping weight 80 Ibs. 


WRITE FOR FURTHER PARTICULARS. 


C. M. Sorensen Co. Inc. 


Factory, Salesroom and General Offices: 


177 East 87th Street, = = New York, N. Y. 


Kindly mention The Laryngoscope when communicating with advertisers. 
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DIRECTORY OF 
PRIVATE SCHOOLS FOR THE DEAF 


Every OTOLOGIST is frequently called upon to direct DEAF PATIENTS 
who require special training and individual attention to the best private schools 
for the deaf in their respective communities. This DIRECTORY contains a brief 
mention of the most important schools of this character in various localities. 

Detailed information will be cheerfully furnished by the principals or 
secretaries of these schools and correspondence is earnestly solicited. 


MISS ARBAUGH’S Chicago School of Lip-Reading 
SCHOOL FOR DEAF CHILDREN. for the Adult Deaf. 
A ork ‘ NITCHIE METHOD USED. 
small private school, using speech ex- 
clusively and providing a real home for the MISS GERTRUDE TORREY, 
pupils. Lip reading to Adults. 102 Auditorium Bldg., Chicago, Ill. 


The Wright Oral School 


Established 1894 by the present Principal, Prof. 
John Dutton Wright, author of “What the Mother of 
a Deaf Child Out to Know.”’ Complete course from 
kindergarten to college entrance or business. Chil- 
dren of four received. 

One Mount Morris Park, West, New York City. 


The Manhattan School for the Hard of Hearing 


LIP-READING TO ADULTS 
Miss Louise I. Morgenstern, the Principal, is author of ‘‘ Lip-Reading for Class Instruction,’’ 
a text-book which has been adopted by the New York City authorities for use in schools for 
the deaf. Instruction private and in classes. Lessons also in German. Moderate terms. 


7 East 42nd Street, NEW YORK CITY 


Bronchoscopy and 
Esophagoscopy Table 
Table especially designed by 


_—~._ Dr. Chevalier Jackson for Bron- 
choscopy and Esophagoscopy. 


False top on 
aN Patients body can be raised and 
lowered quickly, and precisely by 
the assistant holding the head. 
a\ GB head.) Price on application. 


— i 


Feick Brothers Company 
Makers 
Pittsburgh, Penna. 


Kindly mention The Laryngoscope when ron municating with advertisers. 
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W 


“A MAXIMA UM OF CONTROL 


OVER THE._HYSTERO-NEUROSES 


WITH A MINIMUM OF UNTOWARD EFFECT, is made pects by the’ administration of 


d the, iod the nervous attac 
ea? thls condition the advantages of BROMIDIA (Battle) are threefold: amelior- 
7 ee ar Le symptoms, reduction of the bili recurrence and a minimum 
rd eftects. hese asveshages lie in the purity of its constituents and the 


YYW PORATION / ST. MOY 


fieliet in Cerebral Congestion 


_A safe and effective product in cerebral congestion 
giving rise to severe headaches, is 


PASADYN 


(Sr pa CONCENTRATED TINCTURE 
(Sr PASSIFLORA INCARNATA. 


The advantages of PASADYNE (Daniel) lie in its depend- 

abilizy, freedom from disagreeable and depressing after- 
€ effects. and the freedom with which it may be given. 
Y REMEMBER IT IN ALL NERVOUS CONDITIONS. 


SAMPLES AND LITERATURE SUPPLIED TO PHYSICIANS PAYING CHARGES 


LasorarTory of JOHN B. DANIEL. Inc.. ATLANTA, GEORGIA 


Operative Surgery 


of the 


Nose, Throat ana Ear 


By HANAU W. LOEB, A-M., M.D. 


Professor of Ear, Nose and Throat Diseases, St. 
Louis Uuiversity School of Medicine: Fellow of 
the American Laryngological Association, and of 
the American Laryngological, Rhinological and 
Otological Society; Associate Member of the 
American Otological Society, Etc. 


IN COLLABORATION WITH 


Joseph C. Beck, Chicago; R. Bishop Canfield, Ann 
Arbor; E. N. Crockett, Boston; W. H. Haskin, New 
York: Robert Levy, Denver: H. P. Mosher, Boston; 
George W. Crile, Cleveland; George L. Richards, 
Fall River; George E. Shambaugh, Chicago; and 
George B. Wood, Philadelphia. 


In Two Volumes—Price, Per Volume, $6.50. 
800 pp., 700 Illustrations, Mostly Original. 
Send for Illustrated Literature. 


801-807 Metropolitan Bldg. ST. LOUIS, U. S. A. 


THE C. V. MOSBY CO., Publishers 


Kindly mention The Laryngoscope when communicating with advertisers. 


16 
| 
| 
Yy 
| Y Yy | 
| 
| 
a 
i 
fi i| 
fl 
i 
— 


ANNOUNCEMENT 


OF THE 


CENTRAL INSTITUTE FOR THE DEAF 


THIRD SESSION 
1916—1917 


DEPARTMENTS: 
Normal Training School for Teachers of the Deaf. 


aeemette course in two semesters of lectures, quizzes, class-work and pupil-practice in elementary 
and grammar grades, by exclusively oral method; lip-reading for adults; correction of defects in s h. 
Ample ‘clinical material for demonstration and practice. First semester begins October Ist, 1914. 


Private Oral School for the Deaf. 


te Oral School for Deaf Costeen of all ocnest des; ages from 5to15 years; individual at- 
tention of capeclanasa t 'S; small accom: ations arranged for parent accompanying child. 


Instruction in Lip-Reading for Adults. 


Private individual and class instruction is afforded the adult deaf in lip-reading; convenient hours; 
ample practice. 


Correction of Defects in Speech. 


The correction of stammering, stuttering and other impedimentsin speech will receive s al at- 
tention; individual instruction and class "qxerclees. = 


Clinic for the Deaf. 


A free clinic for the deaf will be conducted daily from 2 to 4 P, M. al esrenties — be given 
to accurate functional tests to determine the state and grade of deafness 2 defective heari Pe. 
classes will be organized for oral instruction; evening classes will be — ‘or the in- 
struction of adults in lip-reading and articulation and for the correction of defects in speech. 


Otologic Bureau of Information. 


This Bureau is equipped with best reference libr: facilities to furnish the medical and peteandie 
professions way’ renee relating to the deaf, moders methods of education, reprints of important 


papers, etc., 
PROFESSIONAL NOTICE: 


THE CENTRAL INSTITUTE FOR THE DEAF has been established to meet an urgent 
demand for well-trained ORAL TEACHERS for institutional and private work and to afford 
best facilities for instruction in all progressive oral methods to children and adults, for train- 
ing in lip-reading and for the correction of defects in speech. 

This work is in the hands of thoroughly competent experts in this field and will be con- 
ducted along strictly ethical, professional lines, under the auspices of an ADVISORY 
COUNCIL of prominent otologists and educators of the deaf. 


ADVISORY COUNCIL 


Dr. J. F. Barnhill, Indianapolis, Dr. H. S. Birkett, Montreal. 
Mr. F. W. Booth, B. S., Omaha, Supt. Nebraska School for the Deaf, 
A. L. E. Crouter, M. A., LL. D., Philadelphia, Supt. Penn. Institution for the Deaf and Dumb. 


Dr. E. B. Dench, New York. Dr. Harold Gifforé, Omaha. Dr. H. B. Graham, San Francisco. 
Dr. M. A. Goldstein, St. Louis. Dr. C. R. Holmes, Cincinnati. Dr. G. Hudson-Makuen, Philacelphia. 
Dr. Frederick L. Jack, Boston. Dr.. Otto Joachim, New Orleans. 


Mr. J. W. Jones, Columbus, Supt. Ohio School for the Deaf. Helen Keller, Wrentham, Mass., Dr. Robert Levy, Denver, 
Dr. John O. McReynolds, Dallas, Texas. Dr. Norval H. Pierce, Chicago. Dr, C: W. Richardson, Washington, D. C, 
Dr. Dunbar Roy, Atianta. Dr. Ralph Steiner, Austin, Téxas.. Dr. B. R. Shurley. Detroit. 

Harris Taylor, LL. D., New York, Supt. Institution for the Improved Instructions of Deaf Mutes 
Caroline A. Yale, LL. D., Northampton, Mass., Principal Clark School for the Deaf. 


CORRESPONDENCE SOLICITED, . Send for Announcement. 


All Communications should be addressed to: 


CENTRAL INSTITUTE FOR THE DEAF 


S. E. Cor. Vandeventer Avenue and Westminster Place, ST. LOUIS, MO. 
DR. M. A. GOLDSTEIN, Director ETHEL M. HILLIARD, Ph. B., Principal 


Kindly mention The Laryngescope when communicating with advertisers. 
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ADVERTISEMENTS. 


Federal Anti-Narcotic Law 


and 


Glyco=Heroin--Smith 


The composition of Glyco-Heroin (Smith) is not 
being changed to meet any of the exemptions or 
privileges allowed under the so-called “Harrison 
Anti-Narcotic Law,” and whereby it might be sold 
to the public.” 

Glyco-Heroin (Smith) will remain just what it 
always has been, and just what it was always in- 
tended to be, viz: a stable, uniform and dependable 
product for the convenience and use of physicians 
only, in the treatment of Cough, Bronchitis, Whoop- 
ing Cough, etc. 

In prescribing Glyco-Heroin (Smith) use ordi- 
nary prescription blanks. Give the name and ad- 
dress of patient, your own name and address in full, 
your registry number and date when written, (no 
copy or other record required). 


Prescriptions cannot be refilled 


MARTIN H. SMITH CO., New York 


Kindly mention The Laryngoscope when communicating with advertisers. 
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SYRUP 


_ Differs from other preparations 
_~ ofthe Hypophosphites. Leading 
Clinicians in all parts of the 
-. world have long recognized this 
#mportant fact. HAVE YOU? 


To insure results, 
PRESCRIBE THE GENUINE 


; R Syr. Hypophos. Comp. FELLOWS’ 


| end Ineficient Substitutes 


Pituitrin S. 


We manufacture two prepara- 


tions of Pituitrin—one for usé in 


obstetrics, one for use in surgery, 


Pituitrin S. (surgical) is twice 


the strength of Pituitrin 0. ons 
etetrical). 


in the treatment of uterine inertia 
when there is no mechanical 
obstacle to a natural delivery. 


Pituitrin S. is adapted espe- 
cially for the treatment of post- 
operative intestinal paresis with 
its attendant pain and tympanites, 
vesical atony with retention - of 


urine, shock, and inaccessible 


Pituitrin ©. ic supplied in am- 
poules of mil (1 Ge.) (No. 16) 
and % mil (% Cc.) (No. 47), 
also in’ 
bottles. 


Pituitrin S. is supplied in am- 
poules of mil (1 Ce.) only 
(ampoule No. 110), 


Two facts a 
tremendous 
significance, 


of all deaths in the United States. | 
in recent Years, it ie said 
good authority, have been tie. |} 
more than eighty per cent, of — 


ministered 
‘Literature accompanies each 
package, or it, will be ‘sent to i 


Parke, D Davis & Co. 
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